


ARCHIVES OF OPHTHALMOLOGY. 


THE TREATMENT OF THE EARLY STAGES OF 
SENILE CATARACT. 


By LIEUTENANT-COLONEL HENRY SMITH, M.D., V.H.S., I.M.S., 
AMRITSAR. 


HIS is a subject of supreme importance both to the 
i i patient himself and to every member of the profession 
who has to deal with him. I have again and again been asked: 
“Can you do nothing to prevent the development of cataract, 
to cause it to disappear in its early stages, or to stay its 
development?’’ Until recently my answer has been in the 
absolute negative that no such remedy is known to science. 
Some months ago, a European lady came to me, from a station 
eight hundred miles away, complaining that she could no 
longer see to read or write and that her vision for distance 
was becoming rapidly useless. On examination I found a thin 
nebula on the front of each cornea in the pupillary area, 
the result of old-standing trachoma. I dilated her pupils 
with homatropine and observed that the nebulze were only 
partially the cause of her failing sight, as she had incipient 
cataract in both eyes. I explained to her that we hoped to 
clear the nebulz which were very thin, and that thus we 
might improve her vision a little, but that she had cataract, 
which I would advise her to have operated on a littlelater. I 
gave her a subconjunctival injection of cyanide of mercury 
(20m of 1in 4000). She had to leave two days after, but wrote 
to me about a month later that the result was marvellous, as 
she could now see distance as well as ever and could thread a 
cambric needle with her ordinary presbyopic glasses. The 
corneal haze having cleared up was not sufficient to explain 
this, considering the condition of the lens. It was only ex- 
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plicable on the understanding that the hyperemia induced 
had acted on the lens as well as on the cornea. How this 
came about I leave to pathologists to explain. 

I then determined to try this remedy on the early stages of 
cataract in patients whom I could keep under observation for 
a sufficient length of time. The following list is a small one, 
which I hope to supplement at a later date, but in such experi- 
mental work the ordinary illiterate villager is unsatisfactory, 
as it is difficult to detain him in hospital long enough for 
observation, and it is equally difficult for a busy man to follow 
him up when he has left the hospital. It is also extraordi- 
narily difficult to get any details of vision with any degree of 
accuracy from an illiterate villager. 

The following cases, which include Europeans and educated 
natives, show that in some cataracts the result is phenomenally 
successful, in others it has not been successful or only partially 
so. The varieties in which treatment is not successful I may 
be able to define at a later date. I am disposed to consider 
that vision that has been reduced by half or less for distance is 
amenable to treatment. If reduced over a half there is little 
hope of improvement. The most promising cases are those 
in which distant vision has been reduced by about 30 per 
cent. or under. 


CasE 1.—Resaldar B. C., soldier, aged 56. Vision formerly 
normal. Left eye on ophthalmoscopic examination showed 
immature cataract, normal fundus. Vision ¢5 and Jaeger 5. 
On 10/1/12 subconjunctival injection of cyanide of mer- 
cury (20m of 1 in 4000) given in left eye. On 15/1/12 he 
could make out half the letters of &. On 31/1/12 could 
make out all the letters of “& and with a +2 D. pres- 
byopic spectacles could read Jaeger 2. 

CasE 2.—Parsee aged 60. Right eye hasa slowly scleros- 
ing lens with a history of three years’ progress; fundus ap- 
parently normal, opacity central, a little more developed 
towards the temporal than the nasal side. He could with 
difficulty make out 60-metre type at 7 feet with a +4 D. 
lens which he had worn for some years for distance and a 
+7 D. for near objects, with which latter lens he could read 
Jaeger 814 with difficulty. The opacity in his lens was 
the type which ultimately becomes amber-colored. On 
20/1/12 subconjunctival injection of cyanide of mercury 
(20m of I in 4000) given in right eye. On 26/1/12 could 
read Jaeger 4 with the same difficulty that he formerly 
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could read Jaeger 814, and he could read 60-metre type at 
15 feet. The lens he had been using for some years, as 
above mentioned, was +4 D. for distance and +7D. for 
near objects. Now +1 D. for distance and +5 D. for near 
suits him best. 

Second injection on 27/1/12. No furtherprogressobtained. 

CasE 3.—Madame H. L., European nun, teacher; imma- 
ture cataract left eye, fundus normal, vision “4, Jaeger 5; sub- 
conjunctival injection (1 in 4000) on 16/1/12. On 30/1/12 
could read Jaeger I at 12 inches with presbyopic 3 D. 
glasses, and distance $. I have recently heard that pro- 
gress is continuing and that she can now continue her work 
as a teacher with that eye so well that she wishes to put off 
the operation for a cataract of the right eye (which had a 
relatively mature cataract). 

CasE 4.—Sister P., European nun, aged 46. Mature cata- 
ract left eye, immature cataract right eye, myopia — 15 D. 
both eyes, near vision without glasses Jaeger 14 with right 
eye. On 16/1/12 subconjunctival of mercury cyanide (1 in 
4000). On 15/2/12 she could read Jaeger 1 and thread a 
needle. The distance lens she was using previously was a 
— 9 D. with which before treatment she could see 60-metre 
type at 2 feet distance. On 15/2/12 with the samelens at a 
distance of 4 feet she could read 5-metre type. 

Case 5.—Babu q., railway station master on furlough, 
aged 50. Incipient cataracts both eyes, fundus normal. 

Left eye he could read Jaeger 2 with difficulty with a 
+2 D. sp. and +1.5 D. cyl. (which he had been wearing 
for some time), and with +1.5 D. cyl. could read half the let- 
ters of ‘4. 

Right eye with a +3 D. sp. and +2 D. cyl. (which he had 
been wearing for some time) he could read Jaeger 4 and dis- 
tance ¢. 

On 1/2/12 subconjunctival injection of cyanide of mer- 
cury in both eyes. On 10/2/12 with left eye he could make 
out half of the letters in 6-metre type (8-metre type easily) 
and Jaeger 1 with same glasses. 

Right eye he could make out and Jaeger 24%. On 
20/2/12 with left eye he could make out all the letters of 
6-metre type and half the letters of 5-metre type at 6 metres. 
He could read Jaeger I with great ease. 

Right eye no further progress. 

Case 6.—Pathan, illiterate, 50; immature cataracts both 
eyes, fundus normal. Distance bull’s eyes, & near vision; 
no means of estimating 27/12/11. Subconjunctival injec- 
tion of mercury cyanide (1 in 4000) both eyes. 

On 20/1/12, distance bull’s eyes, §, can thread cambric 
needle which he could not do before. 
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Case 7.—Major R. A. Right eye blind from glaucoma, 
left eye: lens hazy, normal fundus. He could read with his 
usual spectacles Jaeger 4 with difficulty and $. 

On 7/2/12 subconjunctival injection of mercury cyanide 
(1 in 6000). On 12/2/12 he could read all the letters of 
6-metre type and Jaeger 1 with difficulty. 

12/2/12 second injection of same mercury cyanide. 

On 21/2/12 distance vision ~. Near vision Jaeger | 
with ease with his usual spectacles; as an intelligent man he 
could describe the cloud gradually getting small and finally 
disappearing. He was about to be invalided from the army 
in consequence of his sight, but now can go back to military 
duty. 

Case 8.—D. R., Hindu clerk; left eye, immature cata- 
ract, fundus normal. 

Distance vision $; says he can see outlines of letters in 
Jaeger 4, but does not understand Roman character. 

On 13/2/12 subconjunctival injection of mercury cyanide 
(1 in 4000). 

On 20/2/12, distance vision ¢ and can thread an ordinary 
cambric needle which I consider equal to Jaeger 1. 


The pain induced by a subconjunctival injection of cyanide 
of mercury under cocaine is very severe; it lasts for three or 
four hours, after which it amounts to a mere inconveniénce. 
To control this it is necessary to put the patient lightly under 
chloroform and to give him a hypodermic of at least $ grain 
of morphia. The eye looks exceedingly ugly for several days 
and patients should be warned beforehand not to be alarmed 
at this. I have never seen any evil results from the use of 
subconjunctival injections of cyanide of mercury; and the 
conjunctiva after a few weeks resumes its physiological 
condition. 

The improvement in these cases was first noticed by the 
patients on the third or fourth day and improvement goes 
on steadily for close on a month. 

Time will show if this improvement will be permanent. I 
hope to be able to give the condition of the patients a year 
hence and to supplement the list. 

Cases I, 2, 3, 4, and 8 came to me for the treatment of 
advanced cataract in the other eye. 





TWO CASES OF EPIBULBAR SARCOMA.: 
By Dr. CARL KOLLER, NEw York. 


HE two cases here reported were operated upon by me 
fi respectively about eight and six years ago. The first 
is of especial interest as having had recurrences, local metas- 
tases, and contact tumors before the last operation nearly 
eight years ago. Because radically different views have been 
expressed by different observers as to the prognosis and the 
therapeutic procedure in these comparatively rare cases of 
epibulbar sarcomas, it has seemed to me that the report of 
these might have some value. 


CasE 1.—Mr. B., 38 years old, presented himself at my 
office in January, 1904, giving the following history: His 
left eye had been red since childhood, beginning after he 
had had measles, and from his statements I inferred that 
his present trouble had developed at the site of an old scar 
remaining after phlyctenular keratitis. He stated that 
for the past fifteen months he had been under the care of 
another ophthalmic surgeon for the same condition of his 
eye, about which he now consulted me. At this time, 
January 20, 1904, the following was noted: There was a 
reddish flat gelatinous mass about Icm long, along the 
external corneo-scleral margin of the left eye. It was 
irregularly diamond-shaped, extending only about 34 of 
the way over the cornea in the horizontal meridian, whereas 
the scleral portion was much larger. In the centre of the 
mass a small pigmented dot was seen. The conjunctival 
veins extending outward from the mass were enlarged, 
those of the temple of that side of the face were both en- 
gorged and tortuous. The eye was otherwise normal. 
Vision was §. A small piece of the mass was excised and 
examined by Dr. Mandelbaum (Pathologist of Mt. Sinai 





*Read before Ophthalmological Section, N. Y. Academy of Medicine, 
February 19, 1912. 
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Hospital), who diagnosed ‘endothelial sarcoma.’’ On 
January 26th, the mass was removed, the corneal part 
dissected away with a knife, while the episcleral part was 
cut out with the scissors, including in this a liberal wedge 
of healthy conjunctiva. The base was cauterized with 
the actual cautery, and the conjunctiva, after several 
incisions to relieve tension, was sutured. Healing was 
undisturbed, the scar becoming constantly thinner. 

March 8, 1904. At the site of the lower portion of the 
tumor, there persisted a suspicious-looking flat subcon- 
junctival gelatinous swelling, slightly dotted here and 
there with pigment. The vessels extending from the scar 
toward the outer canthus were very prominent. Two 
months later, as this swelling was still more pronounced, a 
small piece of the conjunctiva was excised for examination. 
This was diagnosed as metastatic by Dr. Mandelbaum. 
Only a few days later there appeared in the temporal part 
of the margin of the.lower lid, a flat, gelatinous pigmented 
elevation, which extended over onto the conjunctival 
surface. X-ray treatment was instituted and continued 
for four weeks. Marked irritation of the conjunctiva and 
cutis of the lower lid followed this treatment. The swelling 
at the original seat increased in size and became more pig- 
mented. The mass at the lid margin grew larger also and 
became gray at the edges, as though exfoliating. Veins 
at the temple seemed less prominent. 

X-ray treatment was interrupted for two weeks, and 
instead the conjunctiva was treated with nitrate of silver 
applications. This reduced the swelling of the tumors, 
most of all, the contact metastasis at the lower lid margin. 
As the conjunctival irritations subsided, the growths 
appeared more clearly defined, and seemed shrunken, 
especially that on the lower lid. X-ray treatment was 
resumed for ten days. On July 9th, three swellings were 
excised, one at the original seat near the corneal border, a 
second from the fornix of the lower lid on the temporal 
side, and the third from the upper fornix on the nasal 
side. The growth at the lid margin was left untouched. 

The conjunctiva at these three sites was left unsutured. 
At the primary seat, the base was cauterized with the 
galvano-cautery. The two masses from the fornices were 
found upon examination to be sarcomatous also. After 
this the patient received further X-ray treatment for four 
weeks more, 12 treatments in all, and at the same time 
instillation of adrenalin (1:3000) four or five times a day. 

On August 16th, the growth at the lower lid margin was 
excised by Dr. Wolf, in whose care the patient was left 
during my absence from the city. The use of adrenalin 
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was continued up to the time when I saw him again on 
September 11th. At that time, no distinct swelling was 
visible, but on the lower lid margin to the temporal side of 
the tumor scar a suspicious spot with papillary excrescences 
was observed and one on the upper lid margin opposite. 
Under the skin in front of the tragus, a moveable soft 
moderate swelling could be seen overlying the mandibular 
joint. This mass was about 2.5cm in diameter. It had 
been noticed first four weeks previously, and proved to be 
an enlarged lymph gland. 

The two suspicious spots on the upper and lower lid 
margins were cauterized with the galvano-cautery, and the 
preauricular enlarged gland was extirpated together with 
some of the parotid tissue surrounding it. In making the 
incision, care was taken not to injure the branches of the 
facial. On section the gland appeared yellowish like bone 
marrow, was rather soft, and showed one hemorrhagic or 
pigmented spot. Upon microscopical examination, how- 
ever, only inflammatory changes were found in the gland, 
no sarcoma. 

After these operations, X-ray treatment and adrenalin 
instillation were no longer employed. The conjunctiva 
of the lids and eyeball was intensely red, evidently an X-ray 
burn. The lashes did not begin to re-appear until the 
middle of October, eight weeks after cessation of the X-ray 
treatment. All signs of irritation disappeared very grad- 
ually, until the eye assumed its present appearance. The 
‘ cutaneous veins at the temple are still widened and tortuous, 
though less so than formerly, and the operative scar is 
scarcely visible. Eyelashes are almost entirely wanting 
on the lower lid, and partly white and sparse on the upper. 
The temporal part of the lower lid margin is missing and 
the skin of both lids contains telangiectases. In the outer 
third of the cornea there is a crescent-shaped opaque portion 
with a facetted cicatrized surface. Both palpebral and 
bulbar conjunctiva contain dilated veins. The patient 
has been free from recurrences since September, 1904, 
that is, about seven and one half years. 


CasE 2.—Miss B., 17 years of age, came to consult me 
because six months before the school physician had called 
her attention to the existence of a dark spot in her right 
eye. When I examined her in April, 1906, there was a 
minute elevated pigment spot in the conjunctiva about 
0.5mm from the corneal margin in the horizontal meridian 
on the nasal side. The conjunctiva surrounding it was 
thickened so that the growth seemed to overlap the cornea. 
This minute mass was removed with the lance knife, and 
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the tissues at its base cauterized with the galvano-cautery. 
Two and one half months later a suspicious dark spot 
appeared just below the scar. This was destroyed with 
the cautery. Since that time there has been no recurrence, 
The patient remained under constant observation. 

The specimen in this case was examined by Dr. Mandel- 
baum also, who diagnosed ‘‘ endothelial sarcoma”’ of a similar 
type to that found in Case 1. 


Conjunctival sarcomas are exceedingly rare, occurring 
according to Lyder Borthen’s (1) estimate about eight times in 
45,000 eye patients. They are usually solitary in the begin- 
ning, and always more or less pigmented on the surface. The 
tumors grow anteriorly, mushroom-like at first, and then 
spread out over the surface of the globe, growing more rapidly 
over the sclera, and remaining flatter and smaller over the 
cornea. They practically never penetrate the globe, even 
when they have taken on enormous dimensions. In some 
cases reported mention has been made of the development of 
conjunctival tumors in old cicatrices or after traumatic or 
inflammatory irritation. This is an observation common to 
sarcomas everywhere. In my first case the history indicated 
that the growth began at the site of an old scar from phlyc- 
tenular keratitis. 

In contradistinction to the intraocular sarcomas these 
epibulbar ones show comparatively little tendency to cause 
fatal metastases, although recurrences and local metastases 
are common and frequent. Because a large proportion of the 
cases are permanently cured after removal, they were not 
classed as malignant tumors for quite a long period, even by 
so eminent a scientist as Virchow (2). These epibulbar 
growths may originate in any part of the conjunctiva where 
pigment is normally found though they develop predominantly 
at the limbus. Or they may, and frequently do, develop 
from a pre-existing pigmented nevus. The conjunctival 
nzvi are small, smooth, superficial tumors which consist 
of cell masses or nests imbedded in the conjunctiva. The 
origin of these cells is still disputed, some claiming that they 
are endothelial developing from lymph-vessel cells, others 
that they are epithelial developing from the surface cells. 
Besides the cell nests there is always a real hypertrophy of 
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the superficial conjunctival epithelium, which dips down, form- 
ing solid or hollow glandular indentations. The hypertro- 
phied epithelium dipping down in glandular form gave rise 
to the classification of some of these conjunctival tumors 
as epitheliomata. Fuchs (3), however, declares that when 
nevi develop into malignant growths, the tumor is always a 
sarcoma, never an epithelioma; that the cell nests predominate, 
while the epithelial tissue retrogrades. 

A number of observers and pathologists, among whom are 
Verhoeff and Loring (4), Parsons (5), and Axenfeld (6), taking 
into consideration the pathological anatomy of the conjuncti- 
val sarcomas, their identity in structure to the sarcomas of 
other parts, have advised the immediate enucleation of the 
eyeball with the tumor, even though vision is good, as is 
done in the cases of intraoculartumors. In this, these authori- 
ties are following the general and highly successful method 
employed in tumor surgery of other regions, namely of remov- 
ing Jarge areas of tissue surrounding, or coming in contact 
with, malignant growths. But the problem presented here is 
different from the general one in that the tough fibrous poorly 
vascularized outer coat of the eye offers great resistance to 
invasion compared to the loose vascular epibulbar tissues sur- 
rounding it. When extension takes place it is along these 
looser tissues, never through invasion of the globe, and when 
distant metastases do occur, it is after involvement either of 
the lids or the orbital tissues. Nor is early enucleation a guar- 
antee against the fatal metastases, as has been demonstrated 
in a number of cases reported. 

In view of these considerations and because these conjuncti- 
val tumors as well as the recurrences and local metastases can 
be discovered when they are minute, and immediately excised, 
it does not seem justifiable to resort to early enucleation or 
exenteration as has been advised. It seems more rational to 
follow Fuchs, who practises radical excision of the tumor 
mass, followed by cauterization of the basal tissues, and who 
resorts to enucleation only in case the tumor is so large that 
the greater part of the conjunctiva would have to be excised 
with it. In such a case, there would follow marked conjuncti- 
val shrinkage and scar formation, so that the loss of mobility 
and position produced would lead to rapid loss of vision in 
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consequence. It would be imperative to sacrifice the eye and 
the orbital tissues as well, if the tumor should have grown 
into the depths, as may happen along the anterior ciliary 
vessels. 

A most important procedure in the treatment which cannot 
be emphasized too repeatedly, is the thorough cauterization 
of the underlying tissues, after removal of the growth. This 
causes the destruction of any remnant of the tumor still 
present on the surface, and seems to have a selective action 
upon the tumor cells in the neighboring tissues. 
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THE TRACHOMA QUESTION.: 
By Dr. K. LINDNER, Vienna, AusTRIA. 
(From the Clinic of Professor Fuchs.) 


O other infectious disease has been so thoroughly 
N studied with respect to its etiology as trachoma, and 
in no other disease have there been so many micro-organisms 
described as the etiologic agent. There have been investi- 
gators, good and bad, without number. We have no time to 
spend upon historical affairs—none of the many discoveries 
could be proved, now they are all antiquities. 

A short essay entitled ‘‘Cell Inclusions of a Parasitic Nature 
in Trachoma” by Halberstaedter and v. Prowazek (1) ap- 
peared in 1907. These authors described their findings as 
follows: In trachoma smears, stained by Giemsa’s method, 
one finds dark blue granular inclusions in the protoplasm of 
the epithelial cells. At first small round or oval, they appar- 
ently grow, become less dark, and then fine red points appear 
in the masses. The red points increase rapidly in number, 
the blue masses gradually disappear. 

v. Prowazek was the first to see these inclusions: therefore 
we call them Prowazek’s inclusions. 

Halberstaedter and v. Prowazek called the blue masses 
“plastin,’’ because they thought them to be a reaction product 
formed by the action of the virus upon the cells, and which 
they thought to be represented by the red points. Their 
reason for thinking this was that the blue masses are very 
indistinct and gradually disappear upon the multiplication 
of the red points. These red points were also found extra- 
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cellular but were not characteristic enough to be identified. 
Anthropoid apes inoculated with trachoma showed the same 
findings. 

By these investigations the authors were convinced that 
trachoma is an epithelial cell infection and placed it side 
by side with lyssa, variola, molluscum contagiosum, etc., 
grouping these diseases together under the name Chlamy- 
dozoa (zoa, animal, chlamys, outer covering)—because the 
inclusions often seemed to be surrounded byacoat. Following 
this article, Greeff (2) published original observations of 
small red points in trachoma follicles, and a quarrel arose 
between Halberstaedter and v. Prowazek and Greeff over the 
matter of priority. It was later shown that Greeff’s original 
findings are of no value, and the priority of Halberstaedter and 
v. Prowazek was therewith conceded to be without question. 
Indeed; it is now hard to understand why any such quarrel 
ever arose. The investigations of Halberstaedter and v. 
Prowazek, alone, retain their important place. They have 
been confirmed by many eminent investigators, many of whom, 
indeed, have been of the same opinion with respect to the 
significance of the inclusions, i.e., that Prowazek’s inclusions 
are characteristic for trachoma, although usually hard to 
find. This holds true even for fresh cases, and sometimes they 
cannot be found at all. Their parasitic nature was not, 
however, universally accepted. 

Investigations were at this stage when first Stargardt (3) 
and later Schmeichler (4) each published a case of blennor- 
rhoea neonatorum non-gonorrhoica with typical Prowazek’s 
inclusions. 

These two articles would not so promptly have led to a 
solution of a very important question, had not Heymann (5) 
claimed to have found Prowazek’s inclusions in four cases of 
gonoblennorrhcea in the new-born, at the 1909 Budapest 
meeting of the International Congress of Medicine, and later 
on to have brought his cases up to a total of ten. 

The infectious agent of the gonoblennorrhcea had been 
proven beyond doubt to be the gonococcus. Therefore, 
these findings of gonococci along with inclusions in every 
case seemed to prove that Prowazek’s inclusions were not 
typical of trachoma, and their parasitic nature was more 
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than ever doubted. According to Heymann’s findings, Pro- 
wazek’s inclusions seemed to be as much a reaction product 
of the epithelial cells against the gonococcus as against the 
agent of trachoma. In any case, Prowazek’s inclusions did 
not seem to be typical of trachoma. 

Turning aside for the moment, we will now briefly review 
what was then known about blennorrhcea in the new-born, 
that is, ophthalmia neonatorum. 

A few years after the discovery of the gonococcus by Neisser 
in 1879, it was established, especially through the work of 
Kroner, that the blennorrhcea of the new-born was not always 
caused by this micro-organism. In an astonishing number 
of cases, no gonococcus was to befound. The work of Kroner 
was confirmed by many investigators in the next few years. 
From one third to more than one ‘half of all cases of blennor- 
rhoea in the new-born were found to have absolutely no gono- © 
cocci, although their onset was sometimes very severe. Yet 
these cases of blennorrhocea neonatorum non-gonorrhoica 
came on at a later period than did the gonorrhceal ones, 
and almost never caused ulcers of the cornea. 

What, then, was the etiology of these cases without gono- 
cocci? A small number of them, in which Koch-Weeks diplo- 
bacilli or pneumococci were found, seemed to be due to these 
germs, but the great majority of the cases showed no path- 
ogenic bacteria, indeed, no bacteria whatever. 

Axenfeld (6) in his book taught that these cases were prob- 
ably due to injury at time of birth. But this did not explain 
the fact that the conjunctivitis usually starts six or eight 
days after birth, and that the second eye very often first 
becomes affected later, and that this inflammation lasts some 
months and is more quickly cured when silver salts are 
used. 

On the other hand, Morax (7) in Paris repeatedly called 
attention to these cases, and held that they were due to a 
contagious agent not yet identified. 

This was the state of our knowledge when Heymann pub- 
lished his findings of Prowazek’s inclusions along with gono- 
cocci in inflammation of the new-born. All those who were 
convinced of the parasitic nature of Prowazek’s inclusions 
—Halberstaedter and v. Prowazek (8), I, myself (9), and 
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Wolfrum (10)—immediately investigated these contentions of 
Heymann and the whole matter assumed another aspect. 

We were able to show that in nearly all the cases of blennor- 
rhoea neon. non-gonorrh. Prowazek’s inclusions are to be 
found, but that in the cases of gonoblennorrhcea where the 
gonococcus is the causative agent, no inclusions are to be 
found. [Ata later period, I (11) found gonococci and Prowa- 
zek’s inclusions associated in three cases—but in only three— 
out of a very large number of inflammation in the new-born]. 

We could not distinguish these cell inclusions from the real 
Prowazek inclusions and they were, therefore, held to be 
intimately connected with the causation of blennorrhcea non- 
gonorrhoica. I, therefore, used the name of ‘“Inclusion- 
blennorrhcea”’ for this disease, in the autumn of 1909. At 
this place I should like to add a few words about new morpho- 
logic findings in-trachoma, which enlarged the discovery of 
Halberstaedter and v. Prowazek. 

I,myself (12), had discovered the following facts in the course 
of an investigation of the trachoma virus just as these questions 
arose. The so-called plastin is only a particular stage or 
generation of the virus, which is so delicate that it becomes 
quite irregular, and may be brought out when the cells contain- 
ing it are dried in smears. In well-fixed and stained sections 
inclusions appear as follows: blue, sharply outlined, round, 
cocci-like bodies are seen in the cavities of the protoplasm of 
the epithelial cells. They multiply by special division and 
later on are found only near the wall of the cavity at a time 
when red points appear in the cavities. These blue bodies, 
which I called ‘‘initial bodies,”” are found not only in the 
cells but extracellular, as well, sometimes even in great 
numbers. These extracellular bodies are very characteristic, 
and can be easily recognized. Prowazek’s inclusions are 
nearly always accompanied by these free initial bodies. It 
is for this reason that I believed in the parasitic nature of the 
trachoma inclusions. All my findings were sometime later 
corroborated by Halberstaedter and v. Prowazek (13). The 
large-sized granules found in small inclusions, as well as the 
large forms found near the wall of the inclusions in sections 
previously described by Heymann and Wolfrum, were not 
rightly interpreted. 
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To summarize: Prowazek’s inclusions and these free 
initial bodies discovered by me were found in trachoma and 
in those cases of blennorrhoea in the new-born in which no 
gonococci were present. 

The question thereupon arose: Have we, then, here a 
virus differing from the causative agent of trachoma or one 
identical with it? 

Halberstaedter and v. Prowazek thought that this virus, 
evidenced by the inclusions, is quite similar, morphologically, 
to the causative agent of trachoma, but of identical with it. 
Realizing that it must come from the genital passages of the 
mother, they investigated and found typical cell inclusions in 
the genital epithelium of a woman whose child had had an 
inclusion blennorrhcea. 

They thought they had found a new virus in the female 
genital passages, one different from trachoma, because blen- 
norrhoea non-gonorrh. was not looked upon as trachoma 
clinically by ophthalmologists. 

I, myself, was convinced from the first, for various reasons, 
that these cases of blennorrhcea neon. non-gonorrh. were: 
caused by the true virus of trachoma, and that the findings 
in trachoma and inclusion ‘blennorrhcea are identical, not only 
morphologically but in every way, and that there exists a 
trachoma of the genital passages. In keeping with this idea, 
I was able to inoculate monkeys with the inclusion blennor- 
rhoea (14). The independence of this virus and the gonococcus 
had been practically proven by the previous findings, but 
after the positive inoculation of monkeys there was no doubt 
about it. Animals cannot be inoculated with any form of 
gonococcus, although it has been tried hundreds of times. 
and, indeed, by the most eminent investigators. It is very 
easy, on the other hand, to infect monkeys with the inclusion 
virus found in the new-born—no one has failed in this experi- 
ment up to this time. I mention this fact because Heymann 
claimed that the trachoma virus is only a changed gonococcus. 
It is not necessary to discuss this contention, because it has. 
been very generally repudiated; the greatest differences be- 
tween the inclusion virus and the gonococcus exist. 

As stated, Halberstaedter and v. Prowazek found inclusions 
in the genital passages of a mother; of course, therefore, there: 
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must bea corresponding disease of the urethra of men, caused 
by the same virus. I had suggested that this disease might 
be the urethitis non-gonorrh. known to occur in men, even 
before I was in a position to make the necessary investigations. 

I was later able to find Prowazek’s inclusions and free initial 
bodies in three such cases (15). Through similar findings— 
in the conjunctiva of the new-born, the genital passages of 
the mother, and the male urethra—the morphologic circle 
was completed. 

We (16), inoculated the conjunctiva of monkeys from such 
a case of urethritis in man and from two such cases of disease 
in the genital passages of women and from many such cases of 
disease in the new-born with inclusion blennorrhoea. In all we 
got an infection quite similar to the one in trachoma, and so 
the chain of evidence was completed. 

It is, therefore, a matter of fact that, besides syphilis 
(frambcesia), gonorrhoea, and ulcus molle, there exists a fourth 
genital virus, which is propagated from men to women and 
from women to the new-born child. Even Heymann (17) was 
later on obliged to accept this view, which we held at the 
beginning; he not only confirmed all our experiments, but 
in addition he succeeded in inoculating the genital passages 
of monkeys with the inclusion virus. In a subsequent article. 
[Morax, Lindner, and Ballak (18)}, it was proven that in Paris, 
too, the blennorrhoea neon. non-gonorrh. is in most cases due 
to this special virus, inoculable in monkeys and from one 
monkey to another. 

The all-important question of to-day still is: Are trachoma 
and inclusion blennorrhoea, along with corresponding genital 
infections of men and women, caused by an identical virus or 
by two similar ones? 

In the first case there would exist a genital trachoma and 
the origin of the eye trachoma would be a genital one. I have 
stated that I, myself, was at once convinced that the inclusion 
blennorrhcea is real trachoma, and that a genital trachoma 
exists. I have explained my reasons fully in one of my pre- 
vious publications. The facts are as follows: In 1910, Wol- 
frum (10) in Leipzig inoculated two men with inclusion 
blennorrhoea. He states that genuine trachoma followed with 
the production of scar tissue (19). The infections with in- 
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clusion blennorrhoea observed in the Fuchs eye clinic were 
clinically genuine trachoma; in one case it was the sister and 
in another case the grandmother of such a new-born child who 
was affected. Further investigations proved that the in- 
clusion blennorrhcea is similar to trachoma histologically, 
as well as clinically, viz.: 

Wolfrum showed that follicles later appear in the inclusion 
blennorrhceas; I, myself, followed a certain number of such 
cases and found that they often heal by scars (11). In spite 
of these facts, many objections were made and are still made. 
One of them was that the inclusions were found along with 
gonococci, pneumococci, streptococci, etc., in the new-born; 
that they are found along with gonococci can be no serious 
objection, for we know of other mixed infections; syphilis 
and ulcus molle are found together, but no one has to date 
proved that pneumococci or streptococci can cause a blen- 
norrhoea in the new-born of such severity. On the contrary, 
we have proven that the inclusion virus is an independent 
cause of disease, because inoculated monkeys show no gono- 
cocci, pneumococci, or streptococci, only inclusions and free 
initial bodies. 

In this question it is of no moment whether the inclusions be 
a living virus or a product ofreaction against an unknown virus. 

The inoculability of animals is the most important proof that 
can be furnished, because, of all the typical conjunctivitis, only 
trachoma and the inclusion blennorrhoea can be transferred to 
monkeys. Koch-Weeks, gonococci, diplobacilli, streptococci, 
pneumococci, etc., cannot be inoculated into the conjunctiva 
of monkeys. It was furthermore objected that the inclusions 
are not characteristic for trachoma and inclusion blennorrheea, 
because they are found, as well, in the epitheliosis desquama- 
tiva [Leber and Prowazek (20)], in the swine pest [Uhlen- 
huth (21)], in spring catarrh [Botteri (22)]. 

To this it may be replied that similar organisms are always 
discovered when a new virus is found, and the trachoma virus 
is no exception to this general rule. But it is not possible to 
inoculate monkeys with the inclusions found in swine pest; 
the virus in spring catarrh and that in epitheliosis desquama- 
tiva (23) produce altogether other diseases than does the 
trachoma virus, and also show morphologic differences. 
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Still others have claimed to have found the inclusions in 
other diseases, even in the normal conjunctiva, but neither 
sections of tissue nor animal inoculation were made. In 
this connection, I would emphasize the difficulty which such 
work presents to inexperienced investigators. 

I feel convinced that in time it will be a matter of remark 
that the existence of genital trachoma could have been doubted 
so long, in view of the great similarity of the conjunctiva and 
the genital passages. 

In conclusion, I would like to record my own conviction 
that, while there is still no absolute proof, yet I believe that 
the initial bodies and the red points, called the elementary 
bodies, are alive, i.e., they are living organisms, and that the 
virus belongs more to the protozoa than to variola, molluscum 
contagiosum, etc. Prowazek’s name Chlamydozoa cannot 
long be used for this whole group. 
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SIMPLE FLAP EXTRACTION OF SENILE CATARACT, 
WITH PERIPHERIC INCISION OF THE IRIS. 


By Proressor ELSCHNIG In PRAGUE. 


Translated from the Arch. f. Augenheilk., Vol. LXIX., 1911, the German 
Edition of these ARCHIVES. 


T is now generally acknowledged that the simple extraction 
] of cataract has many advantages over the combined ex- 
traction with iridectomy. Many operators, however, hesitate 
to perform a simple extraction on account of the danger of iris 
prolapse, especially if the operative material be small, or con- 
sists chiefly of private patients. 

The number of cases of iris prolapse in simple extraction can 
be reduced—in fact, to a great extent eliminated—by the 
proper selection of cases. This depends on the attitude of 
the patient, on the bodily condition, and the position of the 
eye in the orbit. Simple extraction is absolutely contra-in- 
dicated, to my mind, when, on instilling a drop of homatropine, 
at least, one day before extraction, an insufficient mydriasis 
results,—that is, a dilatation of the pupil less than 5mm. 
This rigidity of the iris, which cannot be recognized through 
any morphological condition of the iris, prevents the extraction 
of a large nucleus through the round pupil without laceration 
of the pupillary margin or contusion of the iris. 

In addition to this absolute contra-indication, there are two 
more or less relative ones. In very prominent eyeballs with 
abnormally wide palpebral openings, and when the lids are 
unusually tight, the danger of an iris prolapse after the simple 
extraction is always present when unreasonable behavior 
of the patient after an operation is to be expected. On each 
closure of the eyelids during the first twenty-four hours after 
the operation, the wound may be opened and a prolapse take 
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place. Other contra-indications are adiposity, cardiac lesions, 
bronchitis, especially pulmonary emphysema, severe metabolic 
disturbances, when a traumatic iritis or an iritis due to a 
metabolic disturbance is to be expected. 

Uhthoff has published the largest series of cataract extrac- 
tions in diabetic patients, and his results are excellent, though 
the number of cases of irido-cyclitis is too great to be dis- 
regarded in the selection of a method of operating. The iris 
in the diabetic is often so unusually vulnerable that the trauma 
of the iridectomy is surely much less than the extraction of 
the lens through a round pupil. 

I have recently operated upon ten patients with severe 
diabetes, for senile cataract. In four of these the operation 
was performed on both eyes simultaneously, and in six only 
on one eye. Of these fourteen eyes, eleven were operated 
upon by the combined, three by the simple, extraction (in- 
cluding one with incision of the root of the iris), without 
developing any difference in the healing. These were all 
cases where the percentage of sugar varied from several to 
seven per cent., but the general condition of the patient was 
good. In no case did iritis supervene. I nevertheless think 
that, except in an unusually good condition of the patient, 
the combined extraction is to be preferred because it safe- 
guards the occurrence of an iris prolapse, and the diabetic 
patient is not subjected to the excitement of a second opera- 
tion. If further observation shows that the incision of the iris 
root is sufficient, the field of the simple extraction will be 
thereby enlarged. 

From my own small experience, I quite agree with Uhthoff 
that diabetes is no contra-indication to operation, though I 
am convinced that no operation should be done if acetone and 
diacetic acid are present, for fear of diabetic coma. 

It may be taken for granted that when an iritis has preceded 
the operation, or the lens is dislocated, an iridectomy should 
be performed. 

During the scholastic years 1908-9 and 1909-10, I have 
performed 233 simple extractions and 178 combined extrac- 
tions in uncomplicated senile cataracts. In this number are 
not included the cases operated on according to Smith’s 
method. Moreover, in thirteen cases where, during the opera- 
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tion, it was decided to supplement an iridectomy, in these 
the iris fell before the knife, the lens could not be extracted 
through the round pupil on account of the rigidity of the iris, 
the height of the flap was insufficient, etc. 

Excision of the iris I also consider necessary when there is 
a prolapse of vitreous and the iris protrudes, which, for- 
tunately, is a rare occurrence. When the vitreous is very 
fluid, the iridectomy may be omitted. 

The percentage of the combined extraction to the simple 
extraction is, therefore, 44 per cent. to 56 per cent. Not- 
withstanding the selection of the cases, in these 233 cases there 
were eleven prolapses of the iris, namely, 4.7 per cent. More- 
over, in the combined extraction there was healing of the 
iris in the wound in two, small iris prolapse in two; in other 
words, encleisis occurred in 2.2 per cent. 

Our statistics compare favorably with the number of iris 
prolapses of other authors who are quoted in the paper of 
Wittmer and Nagano.: In this it is stated that the percent- 
age of iris prolapse in simple extraction was, in the Clinic in 
Basle (Haessig), 25 per cent. ; in the Clinic Dimmer (Hesse), 8.8 
per cent.; Marshall, 13.86 per cent.; Schweigger, 8 per cent.; 
and De Wecker, 3-4 per cent. Haessig had 1.9 per cent., Hesse 
3-3 per cent, Knapp 8 per cent., of iris prolapse in the com- 
bined extraction. Iris prolapse is nevertheless so unpleasant 
an occurrence, both for the patient and the physician, that we 
should endeavor to eliminate even this 5 per cent., though 
in this series of cases excision of the prolapse injured no eye, 
and slight iritis in one was the only consequence. 

I should like to mention that I no longer excise the prolapsed 
iris, but incise the root of the iris and replace the iris, though 
I have advised, in the second edition of Czermak’s Operations, 
peripheric iridectomy, with preservation of the sphincter. In 
this incision it is sufficient to open up only a part of the wound. 
The reposition of a post-operative iris prolapse is without 
danger of causing an infection of the eye, because the pro- 
lapse is always covered by the conjunctival flap, and we 
generally operate for cataract only when the conjunctival 
sac is free from pathogenic bacteria. 





* WITTMER and NaGano, “Six Hundred Cataract Extractions with 
Peripheric Iridectomy,”’ Arch f. Augenheilk., vol. Ixvi., 1910. 





Simple Extraction of Cataract. 345 


Under similar circumstances, we have been able to 
replace a traumatic iris prolapse with success. I agree 
with the usual explanation for the production of an iris 
prolapse after the simple extraction, in that it is pro- 
duced by pressure exerted by aqueous humor collected 
behind the iris, which, on only moderate squeezing of the 
eyes, through pressure of the lower eyelid on the margin of 
the cornea, causes the iris to bulge into the wound and to 
protrude. 

Another point seems to me of importance in this connec- 
tion. It has repeatedly occurred to me that after the extrac- 
tion of the cataract, with preservation of the iris, the pupil 
remained of medium size or dilated. To my mind, artificial 
mydriasis is unfavorable to the success of the simple extraction, 
because, from the action of the cocaine, the pupils are often 
fully dilated. In these cases I often start in with eserine, 
even before the beginning of the extraction. In these cases, es- 
pecially when the anterior capsule of the lens—which I always 
remove with the forceps—has been extensively removed, it 
is difficult to replace the upper half of the iris with the spatula. 
It seems as if in these cases the posterior surface of the iris 
becomes attached to the lens capsule. The aqueous is then 
often retained behind the bulging iris before the adhesion to 
the capsule is separated, and is carried out into the wound. I 
could assure myself of the occurrence of this observation by 
examining the patients fifteen minutes after the extraction 
of the cataract, and the iris was then often found lying in 
the wound with a dilated pupil. 

On the recommendation of Hess, in the Transactions of 
the Budapest International Congress, in November, 1909, 
I was induced to try in a number of cases an incision of the 
root of the iris with De Wecker’s scissors. After Hess’s 
excellent results (0.66 per cent. iris prolapse), I have made 
more extensive use of this method. Since the beginning of 
this scholastic year up to March Ist, we have performed only 
sixteen simple extractions. In these there was one iris pro- 
lapse. During this same period there were forty-seven simple 
extractions performed, with incision of the root of the iris. 
There were five combined extractions, and in six additional 
cases the iris was sacrificed during the course of the operation. 
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The proportion between the combined and the simple extrac- 
tion is therefore 15 to 85. 

Altogether, since November, 1909, up to March 1, 1g11, 
seventy-five patients were operated upon in the clinic, four 
private patients, and after this period twenty-five additional, 
making altogether one hundred simple extractions with 
incision of the root of the iris. In all of these one hundred 
cases there was not a single prolapse of the iris, nor a healing 
of the iris in the wound; only in two there was a slight peri- 
pheric anterior adhesion of the iris to the posterior corneal 
surface. Among these cases there were quite a number whom 
I would not have operated upon, with the round pupil, on 
account of the presence of the before-mentioned contra- 
indications. These were restless patients, with marked ex- 
ophthalmos, persistent cough, adiposity, etc., in whom an 
iris prolapse was to have been expected. In most cases, 
the small wound in the iris cannot be seen on the day of dis- 
charge, usually on the tenth to fourteenth day, or it was hidden 
behind the limbus. Exceptionally, when the incision was 
large, there was an appearance like an iridodialysis. The 
only objection to this peripheric incision of the iris seems a 
somewhat more frequent adhesion of the upper margin of the 
pupil to the lens capsule. In many cases, the pupillary mar- 
gin is perfectly free, and in the simple extraction this small 
posterior synechia sometimes occurs, usually at the upper 
margin of the pupil. 

Our procedure in the incision of the root of the iris is as 
follows: After completing the section and opening of the 
anterior capsule of the lens with a forceps, the conjunctival 
flap is seized with the forceps and the corneal flap turned 
down. The iris is then exposed, and the sharp branch of a 
small De Wecker’s scissors is introduced into the iris directly 
back of the scleral wound, and an incision of one mm in 
length, parallel to the margin of the cornea, is made. Our 
section is subconjunctival, as near to the margin of the cornea 
as possible. The scissors must be placed close to the scleral 
wound margin. Operators who make a peripheric section 
will find that the incision is easier directly at the root. In 
sections which are situated well in the sclera, the Hess excision 
is technically as easy as the incision. The incision can, of 
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course, be made directly after the section, but I have preferred 
to precede it with the opening of the capsule, which, to me, is 
the mostimportant step. Only in the cases in which the pupil, 
after the opening of the capsule, remains fully dilated, the 
incision of the root of the iris is performed after extraction of 
the lens and the replacing of the iris. Otherwise, the incision 
is apt to fall in the area of the iris surface or of the sphincter. 
With moderate care, injury to the vitreous can be easily 
avoided. In only one case did we have prolapse of vitreous, 
for which the incision was not responsible. This was an in- 
dividual, 42 years of age, with a peculiarly incomplete cataract, 
with yellow nucleus. In one eye the extraction, with root 
incision of the iris, was performed without incident, while 
in the other, during the incision of the root of the iris, vitreous 
suddenly appeared, preceding an expulsive hemorrhage. 
In this case, suture of the connective-tissue flap did not 
prevent prolapse of vitreous and iris. 

Without question, the incision of the root of the iris is 
much easier to perform than the excision of the root, according 
to Taylor-Hess, This, however, is not sufficient reason to 
prefer it to the latter, except that it seems to me better on 
account of the following reasons: It seems to me that this 
step in the operation can be of no injury to the eye. The 
iris need not be grasped with instruments and drawn out of the 
wound. The small incision causes less of a contusion of the 
iris tissue than the excision. In no case did the incision prove 
to be so large that if the lens had not been previously extracted 
the margin of the lens would have been caught in this incision, 
an incident which unquestionably must occur quite frequently 
with the peripheric excision of the iris. To prevent iris 
prolapse, the incision of the iris offers the same safeguard as 
the peripheric excision. Hess had 0.66 per cent. of iris pro- 
lapse. In my statistics which, of course, report on only 100 
cases, there was no prolapse. 

From all of these reasons, I consider the incision of the 
root of the iris, in simple extraction, to be better than the 
excision. On the other hand, with all of these measures, it 
will not be possible to operate on all cases of cataract with a 
round pupil. The contra-indications, which were enumerated 
above, will still remain correct, and will necessitate the per- 
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formance of an iridectomy in a fraction of the cases of senile 
cataract. 

As regards the history of incision of the root of the iris, 
I refer to the chapter in Czermak’s Operations, 2d edition, 
vol. ii., page 483, where it is stated that Bell Taylor, in 1871, 
was the first to have performed a peripheric iridectomy. 
Bajardi, in 1895, made a peripheric incision with the iris 
scissors, while Schweigger, in 1897, used a knife curved on the 
flat. The iridodialysis, which Kuhnt recommended to prevent 
iris prolapse, has found but few imitators. This author, 
after the extraction of the cataract, introduces a sharp hook 
into the anterior chamber, grasps the root of the iris about 
0.5mm distance from the ciliary margin, and tears—by advan- 
cing the hook towards the pupil—the iris away from the ciliary 
body for a space of 5-6mm. If the iris does not follow this 
drawing, it is incised with a discission needle or a cystitome. 
This procedure is surely very much more complicated than 


the incision of the iris, and is unquestionably much more 
severe for the eye. 





REMARKS ON ELSCHNIG’S ARTICLE ON CATARACT 
EXTRACTION. 


By Proressor C. HESS. 


N the preceding article, Elschnig recommends, in order to 
] avoid prolapse of iris, the incision of the root of the iris, 
which had been previously suggested by Bajardi and Schweig- 
ger in 1898, and by Nicati in 1892. 

I have tested the Schweigger-Bajardi method systematically 
for a time. The results are published in ithe Pathology and 
Therapy of the Lenticular System (Graefe-Saemisch), 1905. 
In view of Elschnig’s recommendation, the following may be 
of interest: I found that, after iris incision, the number of 
cases of iris prolapse was reduced, but this accident could not 
be entirely avoided. I also was able to show that the excision 
of the iris prolapse after extraction, after iridectomy, was not 
always necessary, but an attempt to replace the iris with 
incision was justified. I also emphasized that the Schweigger- 
Bajardi method was not reliable, for, in such a case, after 
incision of the root of the iris, the iris showed even greater 
tendency to prolapse than before, and had to be excised. I, 
therefore, abandoned this method because the excision of 
the root of the iris seemed to me to be better and more reliable. 





THE SIZE OF THE BLIND SPOT AND ITS DISTANCE 
FROM THE POINT OF FIXATION IN THE 
EMMETROPIC EYE. 


By J. VAN DER HOEVE, Utrecut, HoLianp. 
Translated from the Arch. f. Augenheilk., Vol. LXX., No. 2, 1911. 


N searching for enlargements of the blind spot, in diseases 
I of the accessory cavities of the nose, it seemed to me desir- 
able to determine how large the blind spot in the normal eye 
was, both for movement and for colors. 

The literature of this subject contains a number of differ- 
ing sizes. Bull found the average of the horizontal diameter 
to be 6° 30’; Wilbrand and Sanger, 5°; Young, 3° 5’; Wittich, 
8°; and Landolt, 6° 45’. All authors gave the figures which 
Hannover and Thomsen give. These investigators found 
the horizontal diameter, in 22 eyes, to vary between 3° 39’ 
and 9° 47’. In the 11, not myopic eyes, the figures vary from 
3° 51’ to 7° 40’. 

Ovio explains these varying figures to be due partly to 
different refraction of the eyes which were examined, partly 
to different methods of examination. Moreover, all the au- 
thors do not give the same horizontal diameter. Some give 
the largest diameter, while others give the measure in the 
horizontal meridian through the point of fixation. The large 
discrepancies which these figures show are explained in the 
table of Botto,who gives both the greatest horizontal diameter 
and the diameter in the horizontal meridian through the point 
of fixation, and shows variations up to 7°. In one case Botto 
found the entire blind spot below the’ horizontal meridian 
of the point of fixation. In my own experiments, this was 
found in six eyes. 
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Landolt gives still another figure representing the diameter 
which passes through the central fossa. 

Baas gives as the average dimension of the horizontal diame- 
ter,6° 11’. This is, however, only the average of all the pub- 
lished figures, representing various methods of examination. 

There are fewer reports on the size of the vertical diameter. 
Baas considers the vertical diameter to be slightly larger. 
Auber states that the horizontal diameter is 5° 51’, while the 
vertical is 6°. Landolt computes the size of the horizontal 
diameter as 1.86, the vertical, 2.10, which represents a very 
much greater difference, and this agrees with Casali, who 
found the horizontal to vary between 4°-5° 30’, while the 
vertical diameter was 6°—7°. 

The figures on the horizontal distance of the blind spot from 
the point of fixation are quite uniform. It is generally accepted 
that in the normal eye the average is 15°. It is more in the 
hypermetropic eye and less in the myopic eye. 

The figures on the vertical distance vary greatly. Landolt 
found 3°, Bull 5°, while Bull found the diameter of the blind 
spot to be 6° 30’. So that in almost all of the eyes which this 
last author examined the blind spot must be situated entirely 
below the horizontal meridian, which does not conform with 
the findings of the other authors. 

I had thought it desirable to determine the size and the 
position of the blind spot in 100 practically normal eyes. 
The measurements were made with the head of the patient 
fixed on a chin-rest, and a black projection surface two metres 
distant. On this black surface, at the level of the eye, there 
was a white object, which contained a small black point of 
fixation. After the approximate position of the blind spot 
was determined, a large piece of black paper was fastened to 
the screen, and upon this was noted the horizontal meridian 
of the point of fixation, and a point at a definite distance from 
the fixation point. Dice, with colored circles of 1% andicm 
diameter, were used as test objects. Starting from the blind 
area, the point for movement with white was first determined 
and noted. Then the patient was asked to designate the 
color used. For this, white, blue, and red were used. Green 
gave unreliable data. Blue and red were always correctly 
observed at the same spot. All the limits were marked on 
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the black paper, as well as the name, vision, age, refraction, 
and eye of the person examined, so that on subsequent exami- 
nations it was easy to see how closely the observations 
tallied. 

In nearly all eyes the blind spot forms a fairly uniform oval, 
with its greatest axis vertical, and its smallest horizontal, 
so that it is easy to determine the middle point of the spot. 
In only one case were the axes oblique. 

Of the 100 eyes, 59 were emmetropic, 3 were myopic of 
4 D., 38 were hypermetropic, not more than 1 D. 

By simple geometric computations, it was found that the 
horizontal distance from the middle point of the blind spot 
to the fovea was, in the right eye, 56.4cm = 15° 44’ 5”; in 
left eye, 55.01cm = 15° 23’ 34.5”. Vertical distance, right, 
5.5cm = 1° 33’ 19”; left, 6.25cm = 1° 48’ '2” and horizontal 
diameter 21.33cm = 5° 39’ 55”, and 21.67cm = 5° 45’ 55’. 
The vertical diameter, 26.7 = 7° 20’ 49”, and 27 = 7° 
31’ 40”. The horizontal and vertical diameters for white 
were in all cases I-2cm greater than for movement. In 
this area the color was called ‘‘grey,’’ or the color could not 


be designated. As 4cm from this distance from the point 


of fixation represents about 1°, the blind spot can be regarded 
as being surrounded by a zone of relative blindness for white 
from 4° to}%°. In forty eyes red and blue were recognized at 
the same region as white. In two eyes, on account of a weak 
color perception, this could not be accurately determined. 
Fifty-eight eyes showed about a relatively white blind zone, 
a zone which was relatively blind for colors, making the blind 
spot for this color, 1-3}cm larger than for white, and up to 
54cm larger than for movement. In most cases the absolute 
blind spot is surrounded by a ring, 4° to 3°, which is rela- 
tively blind for white, and by a ring, $° to 2°, which is 
relatively blind for colors. Very unusual is this ring ?° 
broad,—usually it is not more than 3°. Baas has given 1° 
for this ring. In this second zone the colors were called 
“‘erey”’ or ‘‘white.’’ Blue was often taken for green or violet, 
red for pink. A regular transition of color perception which 
Ovio found, I was not able to confirm. Blue and red are 
usually observed at the same spot, sometimes blue, sometimes 
red, coming first. There was no definite rule. In two eyes, 
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with an inferior conus, the size of the blind spot showed no 
abnormality. 

In the two eyes of the same person, the diameter of the 
blind spot may be different. For instance, in Case XV, the 
horizontal diameter, on the right side, was 4° 43’ 3”; on the 
left, 6° 11 54”. In Case XXI, the vertical was, on the right, 
324cm; on the left, 27}cm. 

The position of the centre can vary in the two eyes of the 
same individual. For instance, in Case XLIV, the horizontal 
distance in the right eye was 15° 58’ 26”; in the left, 12° 53’ 54”; 
and in Case XVI, the blind spot in the left eye was below the 
horizontal meridian, while the middle point of the right eye 
was 0° 22’ 30” above. In eight eyes the middle point of the 
blind spot was above the point of fixation; in 92, below. In 
six eyes the entire blind spot was situated below the point of 
fixation. The three myopic eyes all showed smaller horizontal 
distances. In the myopic eyes of high degree, the horizontal 
distance was always small. In one case of 15 D, it was 10° 
45’ 33”. In the slightly hypermetropic eyes, distances were 
about normal. In some highly hypermetropic eyes, the hori- 
zontal distance was found to be very large, over 20°. The 
horizontal distance from the middle point of the fovea to 
the centre of the blind spot varied in these 100 between 12° 
1’ 28” and 18° o’ 15”; the vertical, between 0° 5’ 34” and 
4° 58’ 20”; the horizontal diameter, between 4° 43’ 3” and 6° 
32’ 45”; the vertical, between 6° 19’ 32” and 8° 56’ 41”. 

With the perimeter or campimeter, the values were always 
smaller than at two metres’ distance. The differences varied 
one degree. The small relative blind area was determined 
with difficulty with the campimeter. 

The result of this investigation shows that 100 practically 
normal eyes possess a blind spot whose centre in the hori- 
zontal direction is situated 15° 33’ 47” from the point of fixa- 
tion; in the vertical direction, 1° 40’ 41” below. The hori- 
zontal diameter measures 5° 42’ 55”; the vertical diameter, 
7° 26’; and that it is surrounded by a zone relatively blind 
for white, 4° to 4°, and a zone relatively blind for colors, 
° to 2°. 

If these figures are computed according to Landolt, the 
horizontal distance from the middle point of the fovea to the 
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middle point of the blind spot is 4.0245mm; vertical distance, 
0.4425mm; disk diameter, 1.6125mm; disk height, 2.025mm. 
The horizontal diameter of the papilla, 1.6125mm, corresponds 
closely with a number of anatomical measurements. 

These one hundred eyes belong to persons between 18 and 
22. This corresponded to persons of either age, and in emme- 
tropic eyes, if there was no large staphyloma, the same diame- 
ter was also found. From these measurements, I think it 
can be stated that a horizontal diameter of the blind spot of 
7° for motion is too large, and one over 6° is suspicious and 
should require further investigation. A relative color sco- 
toma of more than one degree is also suspicious. 
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RETINAL LIPAEMIA IN SEVERE DIABETES. : 


By Dr. C. G. DARLING, 
FRroM THE EvE DEPARTMENT, RusSH MEDICAL COLLEGE, CHICAGO. 


(With one drawing on Text-Plate V.) 


“HE patient, a male forty-eight years old, while under 
the care of Dr. Bertram Sippy for a severe diabetes, 
was seen by me at the Presbyterian Hospital, July 7, 1911. 


He had complained of feeling tired for almost two years, 
was more thirsty than usual, no itching, and appetite good, 
even ravenous at times. He had lost forty-five pounds in 
weight before coming to the hospital. 

Urinalyses made at different times at the Presbyterian 
showed sugar 3 to 6 per cent. Acetone, diacetic acid, and 
albumin present. Ammonia 2.54 to 4.6I1grms, and urine 
2050 to 4000cc in twenty-four hours. Red blood cells 
numbered 3,368,000; whites 7,350; and Hb. (Dare) was 73 
per cent. 

He stated that for the past few weeks his sight had not 
been as good as previously. R. V., 6/200, w. sph. + 0.50 
cyl. + 1.00 axis 180° 20/200. L. V., 20/200, w. sph. + 1.00 
cyl. + 0.50 axis 180° 20/30. 

The external muscle balance was normal, presbyopia was 
more advanced than it should have been at his age, as he 
required a sph. + 2.50 added to his distance correction to 
bring his near point to 27cm. Pupil reactions normal and 
lenses and media clear. 

The tension taken at this time by Dr. Shutz with a Schiotz 
tonometer was R. E. 20.4 and L. E. 18.4. 


The fundus gave the typical appearance of retinal lipemia 
as shown in the colored drawing; that is, a fundus of normal 
color, normal retina (no hemorrhages), optic disks clearly out- 





* Read before the Chicago Ophthalmological Society, March 18, 1912. 
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lined; vessels not tortuous, moderately dilated, and looking 
like waxy, light pink lines on a red background of normal 
color. 

At my request, a blood film was made and stained with 
Soudan III and this showed the presence of a large amount of 
fat in the blood. The blood when in the pipette had the 
appearance of gray milk. The patient died six weeks after 
the fundus picture was made. 

The first recorded case of lipemia retinalis or intraocular 
lipemia, as Albert G. Heyl (1) of Philadelphia named this 
condition, was described by him in 1880. 

His patient was a male, 20 years old, and was under the 
care of Louis Starr (2), by whom the full medical history and 
post-mortem findings in the case were given. 

This patient had a marked diabetes. Red blood corpus- 
cles were 4,205,000; white blood corpuscles 50,000. The 
nucleus of each lens was opaque and the cortical structure was 
traversed by radiating spikes of opaque lens substance between 
which the fundus could be plainly seen. The retinze showed 
no evidence of previous or present inflammation. The nerve 
margin well defined, the vessels not tortuous, and there were 
no hemorrhages. By color alone the arteries could not be 
told from the veins, and the color of the vessels being described 
as a light salmon. 

The vessels were about twice the normal calibre. Heyl 
explains the size of the vessels by the fact that we see a column 
of blood corpuscles in the axis of the blood stream surrounded 
by transparent plasma, while in this case the peripheral 
current can be seen, as the plasma is filled with fat. 

W. H. White (3), in a clinical lecture in 1902, was the next 
to describe a case of this nature. 

A man, aged 26, who had noticed a general weakness six 
months previous to the time of admission to the hospital. 

Albumen 1/10 of 1 per cent., and sugar 2595 grains in 24 
hours was found on examining the urine. 

The fundus examination showed the typical picture of 
retinal lipemia, which disappeared after the patient had 
been in the hospital 2 months. No fat was found in the blood. 
A colored drawing by Head accompanies the full report of 
the case (4), the vessels in the drawing being much yellower 
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than in my case. White also mentions having seen one other 
case. 

Reis (5) describes a case in a male 28 years old who had 
diabetes for two years. Six per cent. of sugar was found in the 
urine and 18 per cent. of fat in the blood. R. and L. vision 
with minus glass being 20/200 to 20/100. Faint cortical 
cataract, vessels looking like white lines on red background. 
There was a light violet spot in macular region similar to that 
seen in the early stage of embolism of the central retinal 
artery. 

Sir Thomas R. Fraser (6) records a case seen by him, the 
general findings being given in very full detail. 

The case was in a young man 17 years old, who had all the 
findings of a severe diabetes, a large quantity of sugar, acetone, 
and diacetic acid, and a trace of albumin being found in the 
urine. No fundus changes were present on first ophthalmo- 
scopic examination, but when the patient was semi-comatose 
(about five weeks after he had entered the hospital), the 
retinal vessels had the appearance of pale streaks. Fat was 
found in the blood at this time. A post-mortem examination 
of the blood showed 10.27 per cent. of fat in blood clot and 
23.3 per cent. in the serum. The fat had melting point of 
77° F. No pathological changes were found in the eye. A 
colored drawing of the eyeground, as seen after death, showed 
the entire fundus a light gray color mottled with darker gray, 
and very faint pink spots, the vessels looking like white lines. 

L. Heine (7) reports a case in a 17-year-old miller, 1 per cent. 
to 8 per cent. of sugar at different times. R. B.C. 5,800,000. 
Hb. (Sahli) 130 per cent. Eight hours before death R. B. C. 
3,800,000; W. B. C. 4800; 8.65 per cent. fat in blood with a 
melting point of 37°-38° C. The vessels looked as if they 
contained milk instead of blood, and they were moderately 
dilated. The vessels in the drawing of Heine’s case are more 
violet and darker in color than our findings. 

E. Hertel (8) showed microscopic preparations of a case 
of lipemia retinalis before an ophthalmological society 
meeting held in Jena in May, 1909. The retinal lipemia 
being a terminal finding in a young diabetic, the veins could 
not be told from the arteries. 

K. Kollner (9) presented before the Berlin Ophthalmological 
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Society in May, I910, a 25-year-old diabetic who had 26 per 
cent. of fat in his blood. The vessels of choroid were plainly 
visible and werenormalincolor. The retinal vessels were very 
light in color, the terminal branches appearing as pure white 
lines. No visual disturbances were present. 

The patient died five weeks after being exhibited, and in a 
further report of this case (10) over a year later before the 
same society it was reported that the fundus became normal in 
appearance after the fat content of the blood sank from 21 
per cent. to 13 per cent. 

In all the cases in which a microscopical examination was 
made (Reis, Fraser, Heine, Hertel, Kollner), no pathological 
changes were found in the blood-vessels or posterior part of 
the eye. 

My case differed from the others mainly in age, as the oldest 
of the other cases reported was that of Reis whose patient was 
28, the average age when given being 22 years. I think it 
remarkable that, in all the cases reported where the sex of the 
patient is given, the patients were males. 

It might also be noted that when lipzmia retinalis was found 
it was a terminal manifestation, with the exception of White’s 
case in which no fat was found in the blood. 

No very good explanation has yet been given as to why the 
fundus remains red, while the retinal vessels are a light pink. 
Reis thinks that the thick and for the most part venous blood- 
vessels of the choroid covered by the regular layer of pigment 
epithelium accounts for this difference in color. I believe that 
it is the large volume of blood in the choroid that produces the 
red color of the fundus, as the examination of the retinal 
vessels shows that they become paler and paler as they become 


smaller, hence the greater the volume of this fatty blood the 
redder its color. 
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CONCERNING METASTATIC INFLAMMATIONS OF 
THE EYE IN GONORRHEA. 


By Docent Dr. SIDLER-HUGENIN, Zuricu. 


Translated by Dr. ALFRED Braun, New York, from Arch. f. Augenheilk. 
Vol. LXIX, ror. 


N spite of the fact that it has been known for a long time 
] that gonorrhcea plays an important etiological réle in the 
various ocular diseases, and even the oldest physicians believed 
in metastatic inflammation of the eye in gonorrhcea, it has 
been impossible, up to the present, to demonstrate gonococci 


in the eye, either by microscope or culture, except in ectoge- 
nous infections. 

Councilman and v. Leyden found micro-organisms in myo- 
cardial abscesses and in endocardial vegetations, which resem- 
bled gonococci in their morphology and staining qualities, in 
1893. 

W. S. Thayer and G. Blumer, in 1896, succeeded, for the 
first time, in obtaining a pure culture of the micro-organisms 
which were found. Both authors found gonococci in the blood 
of patients with endocarditis, on various occasions. 

Then followed the communications of Houl, Lenhartz, 
Wassermann, Harris, and Dabuez on the same subject. 

At the same time, Prochaska published three cases of general 
gonorrhoeal infection, in which he was able to cultivate gono- 
cocci, either from the blood in vivo, or from the endocardial 
vegetations, post mortem. 

The third of these published cases, I examined together with 
Prochaska, as the patient had a severe gonorrhceal iritis. 

. Later, Fournier, White, and, among the ophthalmologists, 
Haab called attention to a metastatic form of conjunctivitis 
360 
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in gonorrhcea, in which no gonococci can be found in the 
conjunctival secretion. 

Later, Haltenhoff, Ruckert, Van der Straeten, Parinaud, 
Peters, and Gielen confirmed these observations by the addi- 
tion of other cases. 

Just as a conjunctivitis may be assumed to be a gonorrheeal 
metastasis, other ocular inflammations can have a like causa- 
tion. Thus, Foerster, in the first edition of Graefe-Saemisch’s 
Handbuch der gesammten Augenheilkunde, draws especial 
attention to the frequent occurrence of iritis in conjunction 
with a gonorrhcea, with frequent joint involvement. Rueck- 
ert and Lichtenstein show that sometimes an iritis accompanies 
a metastatic gonorrhoeal conjunctivitis. 

Scheffels and Burchardt added the observation that in 
addition to the conjunctivitis a chorio-retinitis may occur. 

Martin describes a case of ring-abscess of the cornea with 
hypopyon and iritis, ina patient with gonorrhoea, who also had 
a prostatic abscess, inflammation of the joints, and a pleuro- 
pneumonia. 

Colsmann saw, in a patient with gonorrhoea, a peculiar 
corneal affection, in which most of the epithelium was gone. 
Later, there was an iritis. 

Hilbert described a retinitis, Campbell, a neuroretinitis, 
Krause, an iritis with vitreous opacities and an optic neuritis, 
and Galezowski saw a number of embolisms of the central 
retinal arteries, in patients with gonorrhoea, which he con- 
sidered to be localized thrombi of the retinal arteries due to 
local accumulation of gonococci. 

Furthermore, Pes and Terson reported a case of bilateral 
purulent inflammation of the tear-sac, in a patient with acute 
gonorrhoea. 

All of these publications confirm the assumption, that there 
is an endogenous gonorrhceal infection of the eye, but it has 
not yet been made clear whether these were cases of real 
metastases of the gonococci themselves or whether they were 
toxin metastases. 

The following observations and bacteriological examinations 
will clear up some of these points. 

As was mentioned above, I treated, with Prochaska, in 1901, . 
J. D., who had a gonorrhcea, with a severe iritis. 
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The following is a history of the case, as published by Pro- 
chaska: 


CasE 1. J. D., 30 years of age, had malaria in Algeria, 
in 1899. In December, 1900, he acquired a gonorrhcea in 
Montbéliard. The discharge has persisted since. At the 
end of December, he already had pains in the right hip, but 
could still attend to his work. In the middle of February, 
1901, the pains in his hip became more severe, so that the 
patient was forced to go to bed. At about the same time 
the left eye became inflamed. 

On admission, on February 21, 1901, the following condi- 
tion was found: The patient was tall, thin, and pale. His 
temperature was normal. The inguinal glands were slightly 
swollen. The left pupil was smaller than the right. The 
right pupil reacts well to light and accommodation, while the 
left isimmobile. The left iris is discolored, its anterior sur- 
face is hazy, but there are nosynechiz. There is a gelati- 
nous exudate in the anterior chamber, which resembles 
lens-substance. The conjunctiva is neither reddened nor 
swollen. There are photophobia and lachrymation. 

There is a purulent discharge from the urethra, containing 
gonococci. There is pain in the right hip, especially on 
motion. Pressure upon the trochanter is painful. 

Feb. 22, 1901. Blood was drawn from the right basilic 
vein, and transferred to ascites-agar, and ascites-bouillon. 
After three days, there appeared, on the ascites-bouillon, 
a thin membrane containing cocci, which had the same 
cultural characteristics as gonococci. 

March6, 1901. The left eye and right hip have improved 
and patient was discharged. 


To the best of my knowledge, this was the first case of irido- 
cyclitis in which gonococci were found in the blood. I tried to 
cultivate gonococci from the anterior chamber of this patient. 
On Feb. 22, 1901, I punctured the left anterior chamber, and, 
with a sterile syringe, I drew off the gelatinous exudate, which 
hung, in toto, from the end of the syringe. I divided this 
material between a tube of ascites-agar and a tube of glycerin- 
agar, and also made a smear. Both tubes remained sterile, 
and the smear showed no organisms. 

After years of experience in cultivating gonococci, which is 
often very difficult, I believe this failure can be explained as 
follows: in the first place, the transfer to the incubator was 
probably too slow, and in the second place, the incubator was 
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not working well at that time, on account of some repairs which 
were being made on the gas-pipes, and in the third place, I 
divided the material, which was very scant to begin with, into 
three portions. 

It is always wise to obtain as much material as possible, 
and to transfer the material to the incubator as soon as possible 
as the gonococci are very sensitive tocold. The culture media 
should be warmed before using. 

Three years later, I saw two similar cases of irido-cyclitis. 
Both patients had a severe unilateral iritis, with vitreous opa- 
cities and slight neuritis. In the anterior chamber lay a 
purulent exudate, and the iris was markedly hyperemic. 
Both patients had fever and joint pains, which were probably 
also due to gonorrhceal metastases, as there was an acute 
gonorrhceal urethritis. 

Material was drawn off from the anterior chamber of both 
cases, and transferred to ascites-agar. It remained sterile, 
as well as ascites-bouillon planted with some blood drawn 
from the arm. There were no gonococci in the conjunctival 
secretion. 

Until 1908, I saw no analogous case. 


CasE 4. On November 5, 1908, H. H., 28 years of age, 
came to my office, on account of a severe irido-cyclitis dextra. 
He had gonorrhoea two weeks ago. He acquired his first 
gonorrhcea in 1902, since which time he has had several 
other attacks. For the last few years he has always had 
more or less muco-purulent discharge from the urethra. 
He had a stricture, peri-urethral abscess, and pains in the 
larger joints. Right side of the prostate is irregularly 
enlarged and tender. Right seminal vesicle enlarged. 

Patient is thin, and looks bad. Evening temperature is 
38.5° to 39.5° C. Exudate in right knee and elbow joints. 
Urethral secretion contains typical gonococci and numerous 
other organisms. 

In the right eye there is a severe irido-cyclitis. Marked 
swelling of the conjunctiva and lids. The anterior chamber 
is filled up with a large spherical fibrino-purulent exudate, 
which looks like a dislocated lens. The cornea is hazy on 
account of increased tension. A small portion of the upper 
part of the iris can yet be seen. Patient complains of severe 
pain in the eye. Globe is sensitive. There was a normal 
recovery, with extensive synechie. When it was possible to 
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see the interior of the eye, numerous vitreous opacities and 
a well-marked optic neuritis could be seen. After eight 
weeks the vision was normal. 

No gonococci were found in the conjunctival secretion. 

November 6. After carefully disinfecting the edges of 
the lids, and washing out the conjunctival sac with 1: 5000 
bichloride solution, the cornea was punctured at its temporal 
side. The bloody purulent aqueous and the mass of exudate 
were drawn off with a sterilesyringe. The anterior chamber 
became filled with blood. 

The material was carried over to ascites-agar, and im- 
mediately placed in the incubator. At half hour intervals, 
four times in succession, and again on the following evening, 
the puncture wound was opened, and the bloody purulent 
contents of the anterior chamber drawn off, and inoculated 
into human serum-agar. Furthermore, there were removed, 
from the left median-basilic vein, about 25cc of blood, and 
mixed with about 200cc of ascites-bouillon (1:3). 

All of the media inoculated with the contents of the 
anterior chamber showed pure cultures of Gram-negative 
diplococci, which, on further microscopic and cultural exam- 
ination, proved to be typical gonococci. On ascites-agar, 
and human serum-agar, there appeared, in 48 hours, isolated, 
drop-like, light gray, finely granulated colonies. On the 
surface of the ascites-bouillon there appeared, in 6 days, a 
delicate membrane, consisting of a pure culture of gonococci, 
also diplococci, and a few single cocci. In order to make 
sure that we were really dealing with the gonococcus, and 
not with the micrococcus catarrhalis, or the micrococcus 
meningitidis cerebro-spinalis, or other Gram-negative diplo- 
cocci of the conjunctiva, fermentation tests were made, 
according to v. Lingelsheim, on litmus colored saccharine 
culture-media. It showed fermentation with dextrose only, 
maltose and levulose media remaining unchanged. This 
proved that the organism was a gonococcus. 


I did not see a similar case of irido-cyclitis to the above 
until Nov. 16, IgI0. 


Case 5. L.H.,a mechanical engineer, has been suffering 
for two days with severe pain in the right eye and the 
entire right side of the head. Three weeks ago, he had an 
acute gonorrheeal urethritis, which is still discharging. Two 
years ago, he had an attack of gonorrhoea, which apparently 
healed. The patient looks bad, is feverish, and complains 
of rheumatic pains in the back and right knee-joint. There 
is considerable exudate in the joint. 
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The right eye is markedly inflamed, sensitive to touch, with 
normal tension. The anterior chamber is filled with fibri- 
nous exudate. Marked dilatation of the iridic vessels. 
Fundus cannot be seen. In the right eye, movements of 
the hand can be seen at 30cm. In the evening, between 6 
and 7 o’clock, temperature is 38.0° C. 

After a few days, there was some dilatation of the tem- 
poral margin of the pupil. This disclosed vitreous opacities 
and a slight neuritis. Later, there were deposits on Desce- 
met’s membrane. ; 

After repeated examinations of the morning urethral 
discharge, there were found, in addition to numerous other 
bacteria, typical gonococci. There was also a cystitis, and 
the left seminal vesicle and left half of the prostate were 
swollen and tender. 

On November 17th, the anterior chamber was aspirated 
several times, and the contents carried over to ascites-agar. 
The cultures showed no growth. At the same time, 25 to 
30cc of blood were drawn off from the median-basilic vein, 
and mixed with 200cc of ascites-bouillon. On the seventh 
day, there appeared on the surface of the ascites-bouillon 
small isolated, glistening membranous islands, which coa- 
lesced in the succeeding days. These consisted of pure cul- 
tures of gonococci. The further course of the irido-cyclitis 
was normal. After four weeks, the eye was normal, except 
for some broad, almost circular synechiz. 

A second blood examination, made two weeks later, when 
there was no fever, showed no bacteria. 


The following case showed an interesting finding in the 
blood, in an acute conjunctivitis: 


CasE 6. On October 25, 1910, J. N., 24 years of age, a 
postilion, came to the clinic, on account of an acute conjunc- 
tivitis. Three years before, he had a urethral discharge for 
a short time. Two weeks ago, he had frequent desire to 
urinate; urination was painful, and at the end of each urina- 
tion a few drops of pus appeared. In the morning drop, 
typical gonococci were found. Sexual intercourse was 
denied. In addition to the urethritis, there are a cystitis 
and a prostatitis. 

The lids of both eyes are slightly swollen and reddened. 
Conjunctiva markedly injected and swollen. In the for- 
nices, profuse creamy secretion. Cornea and iris normal. 
The conjunctival secretion shows no gonococci on repeated 
examination. 

On November 12th, the patient was dismissed from the 
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clinic almost healed. At first, temperature varied between 
37.5’ and 38°C. On October 28th, about 25cc of blood were 
drawn from the median-basilic vein. Half was mixed with 
200cc of ascites-bouillon (1:3), and the other half, with ordi- 
nary bouillon. On the eighth day, there appeared, on the 
surface of the ascites-bouillon, delicate, shiny membranes. 
In the ordinary bouillon there was no growth. The mem- 
branes on the ascites-agar consisted of Gram-negative dip- 
lococci, which resembled gonococci, morphologically. On 
further cultural examination, it was found that they only 
grew on human serum-agar and ascites-agar. Of v. Lingel- 
sheim’s saccharine media, only dextrose was fermented. 
These characteristics determined the organism to be the 
gonococcus. 

A piece of conjunctiva was removed from the right upper 
fornix, two weeks after the onset of the disease. No dip- 
lococci were found in the tissue. 

CasE 7. In this case, a similar histological picture was 
seen in the excised portion of conjunctiva. The case was 
one of endogenous gonorrhoeal conjunctivitis. In addition 
there are seen, in the connective-tissue stroma especially, 
where the small-celled infiltration is most marked, intra- 
and extra-cellular groups of diplococci, which resemble gono- 
cocci. As, in this patient, gonococci were cultivated from 
the blood, it is more than likely that the organisms in the 
conjunctiva were gonococci. That these organisms may 
have entered the conjunctiva from without, through the 
epithelium, cannot be considered here, as numerous smear 
preparations of the conjunctival secretion failed to disclose 
any gonococci. The epithelium, which shows occasional 
polynuclear leucocytes, is everywhere intact. In a few 
places, the superficial layers of the epithelium are slightly 
disintegrated. 

The history of this case is as follows: 

On November 17, 1910, I was called to A. H. in Z., as he 
could not leave the house, on account of an inflammation of 
the knee-joint. For two days his eyes had been intensely 
inflamed. Five years before, he had had an acute gonor- 
rhoea, which healed. On October 30, 1910, he was reinfec- 
ted, during coitus, and on November 4 he noticed discharge 
from the urethra, with burning pain on urination. 

When seen by me, there were marked swelling and redness 
of the ocular and tarsal conjunctiva, and especially of the 
fornices. Cornea and iris not affected. Profuse muco-puru- 
lent secretion, containing only occasional Gram-positive 
diplococci and single cocci. The left knee-joint is markedly 
swollen, reddened, and sensitive, with distinct fluctuation. 
Left half of the prostate is nodular, and sensitive in one 
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spot. Cystitis, and swelling of the seminal vesicles. There 
were typical gonococci in the urethral secretion. At 6 
o’clock in the evening, his temperature was 39.2°C. At this 
time, 25 to 30cc of blood were drawn off from the arm vein, 
and allowed to flow directly into ascites-bouillon. After a 
few days there formed, on the surface, membranes, consist- 
ing of pure cultures of gonococci. 

The course of both of these cases of conjunctivitis was 
normal. After 5 or 6 weeks, both patients were dismissed. 
The treatment consisted of applications of 1 and 4% 
solutions of silver nitrate. 

Up to the end of the period of observation, I examined 
the conjunctival secretion every second or third day but 
could never find Gram-negative diplococci. 


Bacteriological findings in endogenous gonorrhoeal con- 
junctivitis are very scarce in the literature. Morax, van 
Praag, Parinaud, and van Moll found a few gonococci in the 
conjunctival secretion. Vigier found none. Morax and 
Axenfeld draw attention to the fact that the absence of gono- 
cocci in the secretion is analogous to the negative findings in 
the joint exudate in gonorrhcea. They assume that the gono- 
cocci can irritate the mucous membrane by their presence in 
the conjunctival tissue, without actually being present on the 
surface. 

Direct histologic examinations of the conjunctiva in gonor- 
rhoeeal patients, in acute endogenous conjunctivitis, have been 
made by comparatively few authors. 

McKee found, in a case of gonorrhcea with endogenous 
conjunctivitis, large numbers of gonococci in an excised por- 
tion of conjunctiva, under the epithelium, but could find only 
a few isolated gonococci in the 18th smear preparation of con- 
junctival secretion. They were also cultivated from the blood. 

As there were very few gonococci in the secretion, and very 
many in the conjunctival tissue, we must assume that it is a 
case of pure metastatic gonorrhoeal conjunctivitis. A few 
of the gonococci broke through the epithelial barrier into the 
conjunctival sac. 

In the case described by Heerfordt, the condition was milder 
than in mine, as he found in the excised portion of conjunctiva 
scarcely any proliferation or exudation of cells. 

Gonococci are not found in the conjunctiva in every case of 
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metastatic conjunctivitis, as in my Case 6. Perhaps the 
gonococci are present in the joint-exudates, in the blood, the 
anterior chamber, and the conjunctiva, only a very short while, 


during the height of the inflammation or during the period of 
highest temperature. 


In five other cases, with gonococci in the blood, bacterio- 
logical examination of the eyes gave negative results. Four of 
the cases had a mild acute unilateral irido-cyclitis, and one had 
a bilateral conjunctivitis without demonstrable gonococci in 
the conjunctival secretion. In three men, gonococci were 
demonstrated in the urethral secretion. In two women with 
acute endometritis and salpingitis, an examination was not 
made. All five patients had an evening temperature of 37.2°- 
37-5 C. 

As an appendix to these cases of metastatic gonorrhceal 
ocular affections, I would like to mention two other interesting 
cases of endogenous irido-cyclitis and chorio-retinitis, not due 
to gonorrheea. The first was due to a forced instrumental 
delivery, and the second to an induced abortion. 


CasE 8. B.B., a primipara, 30 years of age, on June 3, 
1903, as the result of faulty application of forceps, received 
an injury to the rectum, bladder, and right ureter, which led 
to a severe ascending infection of both kidneys. 

On July 20, 1908, she had an intense bilateral irido-cycli- 
tis, with numerous deposits on the cornea. In the right 
anterior chamber there was a large homogeneous gelatinous 
mass of exudate. She had been treated since 1906 with 
subconjunctival injections of salt solution, without result. 

No gonococci found in the centrifuged urine, nor in the 
conjunctival secretion. 

On July 28, 1908, the contents of the right anterior cham- 
ber were drawn off, and carried over to ascites-agar. On 
the next day this was repeated. There was no growth. 
After this operation, the deposits all disappeared, only to 
reappear again, in 5 weeks. Every two or three months, 
there was a repetition of this condition; 7. e., the appearance 
of precipitates with exudation into the anterior chamber. 
This always occurred after an attack of pain in the region of 
the left kidney. The patient always came to me with the 
observation that she feels a gathering of pus in the left kid- 
ney region, and that the eyes are getting worse again. The 
observations of the patient were correct, for, a few days after 
such an attack, there appeared foul-smelling pus in the 





Metastatic Inflammations of the Eye in Gonorrhea. 369 


bladder and the pain in .the kidney region disappeared. 
After the kidney pains, there regularly appeared a large 
number of deposits on the posterior surface of the cornea, 
which disappeared after 5 or 6 weeks. This clinical picture, 
the collection of pus in the pelvis of the kidney with the 
occurrence of irido-cyclitis, recurred in the past two years. 
with such regularity that we must assume a direct causal 
connection between the eye condition and the kidney 
affection. 

I injected Deutschmann’s serum twice, without result. 
Under the injection of diphtheria antitoxin (500, 1000, and 
1500 units), the deposits and exudate disappeared much 
more rapidly, and the interval between the attacks length- 
ened to 6 months. 

On October 14, 1910, the patient again appeared with a 
severe irido-cyclitis, especially marked on the right side, 
after having had, 3 days before, intense pain in the left 
kidney region, with chills, and a temperature of 39.9° C. 
The urine, on the 13th and 14th, contained a large amount 
of pus. 

I drew off 45-—50cc of blood, and mixed it with 200cc of 
ascites-bouillon and bouillon. I also carried some blood 
over to ascites-agar and glycerin-agar. On the next day 
already, the solid media showed some white opaque round 
colonies, which, after a few days, took ona yellow tone. In 
the ascites-bouillon and bouillon there were also groups of 
cocci to be seen, which proved to be colonies of staphylo- 
coccus pyogenes aureus. 

CasE 9. This case I examined only microscopically. 
The patient was a woman, who was received in the clinic 
on September I, 1900, with typical symptoms of a phlebo- 
thrombotic puerperal fever. On August 11th, in the fifth 
month of pregnancy, she had a severe hemorrhage, and on 
August 19th, she had chills and fever, accompanied by labor- 
pains. A physician was called, who removed the foetus and 
placenta. 

On August 29th, there occurred pain in the right eye, with 
protrusion of the eyeball, and the next day, of the left eye. 
There was imperfect perception of light. A diagnosis of 
metastatic ophthalmia was made. There were extensive 
vitreous opacities. Not much of the fundus could be seen. 
On oblique illumination, there appeared in the depths of 
both eyes a gray reflex, which came from an abscess in the 
vitreous. 

She died on September 4th. Pathological diagnosis: 
Puerperal sepsis of the uterus, with remains of the placenta. 
Soft splenic tumor, with fresh infiltration. Parenchymatous 
opacity and degeneration of the liver. Acute hemorrhagie 
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nephritis. Hemorrhages into the liver, kidneys, and renal 
capsule. Unfortunately, no cultures were made from the 
organs or blood. 

The posterior half of the globe, with a long optic-nerve 
stump and some of the orbital contents, was hardened in 
alcohol, cut in series, and stained with hematoxylin-eosin, 
or Weigert-paracarmine, or with a Gram stain. 

In the left central vein there appears, in the 85th section, 
a thrombosis which, consisting at first mainly of leucocytes, 
consists, at the level of the lamina cribrosa, almost entirely 
of fibrin. It is likely that this thrombus was formed only a 
short time before death. Similar fibrin-thrombi occur also 
in the posterior half of the globe, especially in the vessels, 
and in the tissue-clefts of the choroid and retina. There 
are no micro-organisms to be found in either optic nerve. 

In the right central vein, from the 91st to the 238th sec- 
tion, the vessel is collapsed. The lumen takes the form of 
an X or a Y, or has numerous lobes. It contains a few 
erythrocytes and leucocytes and some amorphous masses. 
From the 238th to the 600th section, the lumen of the central 
vein is normal, with a perfect endothelial lining. From here 
to the lamina cribrosa, it becomes narrower and narrower, 
then divides into small branches, and finally disappears 
altogether. The collapsed vein does not seem to be a post- 
mortem change, but due to circulatory changes. Perhaps 
it was due to an cedema of the perivascular spaces, as de- 
scribed by Schieck in beginning choked-disk. 

Between the 370th and 430th sections, there appeared, in 
the optic nerve, a circumscribed inflammatory area, at the 
side of the central vein. 

The intervaginal spaces and the central arteries are free 
from inflammatory materials on both sides. The vessels of 
the circle of Zinn are markedly dilated and in places filled 
with leucocytes. 

The principal changes are in the posterior halves of the 
globes, in the outer-lower portions. In this region, the 
choroidal vessels are very markedly dilated and thrombosed. 
The vessels are filled with a homogeneous exudate, or with a 
dense mass of fibrin, or with a mixture of both, with the 
addition of more or less leucocytes. In some places there 
is seen only a pure picture of stasis. Between the choroidal 
vessels lie extravasations of leucocytes and erythrocytes. 
Some of the tissue-clefts contain shapeless masses of exudate 
and fibrin. Above the choroiditic focus, the retina is 
detached. The retinal vessels do not show as marked 
inflammatory changes as the choroidal vessels. There is 
also an exudate into the vitreous. 

In the entire inflammatory area, in both eyes, large 
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aumbers of streptococci are to be found. The strepto- 
coccus infection is localized in a very small portion of the 
interior of the eye, with the adjacent sclera and orbital 
tissue, the chorio-capillaris, and the adjacent retina and 
vitreous being most markedly involved. 

Whether the streptococci entered the eye through the 
choroidal or retinal vessels, cannot be determined. 

In one area there are found, principally between the 
pigment cells of the choroid, typical yeast-cells in groups. 
Most of them are oval, but a few are in the act of budding. 
There are no mycelia. 


In all, 14 cases were examined. Of these, 5 had a severe, 
and 4, a milder unilateral gonorrhceal metastatic irido-cyclitis, 
and 3, a bilateral gonorrhoeal metastatic conjunctivitis. In 
2 other cases there were a bilateral metastatic irido-cyclitis, 
and a bilateral metastatic ophthalmia, of non-gonorrhoic 
origin. 

The 12 patients with gonorrhoea had one or more attacks of 
gonorrhceal urethritis before the ocular affection. In Io of 
the cases, gonococci were found in the urethral secretion. In 
two women, the examination was not made. 

Besides the gonorrhoea there were various complications, 
such as cystitis, prostatitis, endometritis, salpingitis, arthritis, 
etc., which indicated a general gonococcal sepsis. Metastases 
usually take their origin in abscesses in the uro-genital appa- 
ratus or from joint affections. 

Foerster, Rickert, and others have shown that with an 
aggravation of an arthritis and purulent discharge from the 
urethra, without a fresh gonorrhoeal infection, an iritis may 
appear. Peters and Gielen make the observation that relapses 
of conjunctivitis may occur without joint symptoms. They 
also draw attention to the fact that in cases of conjunctivitis 
of obscure origin a urethral origin should be thought of. 

In 5 of the 12 cases of gonorrhoea, gonococci were demon- 
strated in the blood, whereas, from the anterior chamber of 6 
patients with severe irido-cyclitis (the 4 milder cases not being 
examined in this way), gonococci were cultivated only once 
(Case 4). This irido-cyclitis was more severe than any case 
I had ever seen. There must be some reason why it is so 
difficult to demonstrate gonococci in the contents of the 
anterior chamber. 
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In order to cultivate gonococci from the blood or the anterior 
chamber, it is advisable to operate during the time of highest 
temperature, as it seems that in the afebrile period, or when 
there is very little temperature, the gonococci do not seem to 
circulate in the blood. As large a quantity of material as 
possible should be used. 

In one case, staphylococcus pyogenes aureus was cultivated 
from the blood, and in two globes from a woman with puer- 
peral fever there were found streptococci and yeast cells. 

As I have proven that there is really a true gonorrhceal 
metastatic irido-cyclitis and conjunctivitis, it is very likely that 
other ocular inflammations, such as keratitis, chorio-retinitis, 
neuritis, scleritis, etc., may be due to gonococcal metastases. 

I would therefore advise, in all ocular affections where the 
history gives no information and where there is any suspicion 
of gonorrhceal infection, a culture should be made from the 
blood in the above described manner. In this way not only 
gonococci but also other organisms may be discovered. 


ADDENDUM. 


After completing the above work, the following interesting 


case came under my observation: 


G.H., a blacksmith, showed on March 4, 1911, a large 
hard nodule in the outer third of the right upper lid. It is 
very sensitive to pressure. The skin over the nodule is 
tense and slightly reddened. There is no wound to be 
seen. In the fornix are a few flakes of mucus. The palpe- 
bral conjunctiva is markedly swollen and reddened. Slight 
chemosis and photophobia. In the mucous flakes there are 
found only a few Gram-negative short thick bacteria. 
Ordered hot compresses. 

On March 6th, the swelling of the right upper lid has 
increased considerably. On attempting to evert the lid 
there is an escape of a large quantity of pus. Microscopic 
examination shows typical gonococci. 

It is then discovered that, three weeks before, he had had 
an acute gonorrhceal urethritis with right-sided orchitis. 
Urethral secretion shows typical gonococci. 

No gonococci could be cultivated from the blood. On 
the fifth day there were none to be found in the conjunc- 
tival secretion. 
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Prof. Haab had the kindness to place at my disposal, a 
similar case out of his private practice. 


U. R., 33 years of age, was seen on October 31, 1887, on 
account of an intense inflammation on the conjunctiva and 
lids of the right eye. Just external to the outer commissure 
there is felt, under the skin, a resistent tender swelling. 
Nov. 2d, the swelling has increased and the bulbar con- 
junctiva has become chemotic. Nov. 5th, a peri-urethral 
abscess discovered to have existed for 10 days. The abscess 
at the outer canthus is larger. The peri-urethral abscess 
isincised. The lid abscess has opened into the conjunctival 
sac during the night. In the pus were found gonococci. 
There resulted no blennorrheea, although the conjunctiva 
remained red and swollen for a long time. 


These two cases are interesting from two points of view. 
First, in spite of the flooding of the conjunctiva with gonor- 
rhoeal pus there was no blennorrhoea. This may have been 
due to the prophylactic use of silver nitrate. Secondly, they 
illustrate the possibility of a metastatic gonorrhceal ocular 
affection resulting from a gonorrhceal urethritis. 
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| REPORT OF THE PROCEEDINGS OF THE SECTION 
ON OPHTHALMOLOGY OF THE NEW YORK 
ACADEMY OF MEDICINE. 
By Dr. MARTIN COHEN, SECRETARY. 


MEETING HELD FEBRUARY I9, I9I2. DR. JOHN R. SHANNON IN THE CHAIR. 


Dr. ALFRED D. MITTENDORF presented a case of congenital 
absence of the inferior rectus, combined with extreme sur- 
sumvergence of the right eye. The patient, male, 52, well 
and strong, was the fourth of ten children, six of whom had 
normal eyes, while four showed congenital ocular defects. 

Patient’s personal history negative. Immediately after 
birth the right eye turned upward, until at the age of 12 the 


cornea was completely covered by the upper lid. Three 
years ago the retina of the left eye became detached and vision 
was reduced to fingers at one or two feet. At that time the 
superior rectus was divided and, upon trying to advance the 
inferior rectus, no tendon could be found, and Tenon’s capsule 
was greatly reduced in thickness. 

When seen on October 27, 1911, the left eye showed detach- 
ment of the retina, vision fingers at two feet, pupil displaced 
downward, cornea irregular and partly cloudy. The right 
eye was in marked sursumvergence, pointing nearly directly 
upward. The eye could only with difficulty be pulled into 
normal position with forceps. On releasing it, it immediately 
moved upward again. The tissues covering the eyeball below 
the cornea were very thin, seemingly consisting only of con- 
junctiva and subconjunctival tissue, and a large vein emerged 
from the eyeball in the position of one of the venz vorticose, 
showing absence or marked degeneration of the inferior rec- 
tus tendon and Tenon’s capsule. 

On October 30th, I did a complete tenotomy of the superior 
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rectus, fastening the eye to the lower orbital margin, passing 
two needles about Icm apart through the sclera, continuing 
under the conjunctiva to the margin of the orbit and then 
through the skin. The result was disappointing, as the trac- 
tion was so great that in one day the suture had cut through 
the sclera, and the eyeball turned upward again. On January 
17th, I divided the tendon of the superior rectus and ascertained 
that the external and internal recti passed from their scleral 
attachment backward and upward at an angle of at least 20°, 
caused by the partial atrophy of Tenon’s capsule, the three 
upper quarters of which I divided and, allowing it to slip 
backward, found that the eye was not freely movable on pull- 
ing it downward. .A horizontal incision was made through 
the conjunctiva and Tenon’s capsule, below the external 
rectus, and the lower border of the muscle was found by means 
of the strabismus hook. This border was fastened to the 
lower orbital margin, passing one needle from without through 
the lower border of the tendon, under the conjunctiva, and 
through the periosteum of the orbital margin, and allowing 
it to emerge on the skin. A second needle was passed through 
the sclera, under the conjunctiva, through the periosteum, and 
emerging near the first suture. A similar procedure was done 
with the internal rectus, and the sutures were tied over gauze. 
The sutures cut their way out in about ten days, forming 
cicatricial bands which at present (one month after the opera- 
tion) hold the eye in good position, with the entire cornea 
visible. 

Discussion: Dr. SHANNON considered the family history 
of the case important, inasmuch as several members of the 
family showed congenital ocular anomalies. He also called 
attention to the complete absence of the inferior rectus, proven 
while the patient was under a general anesthetic. 

Dr. W. B. MARPLE reported a case in which there was 
attachment of the inferior rectus to the external rectus muscle. 

Dr. CARL KOLLER presented two cases of epibulbar sarcoma 
(published in full’in this number). 

Dr. Koller considers suturing less efficient in preventing 
recurrences, than leaving the tissues unsutured. Cauter- 
ization of the base, where feasible, he thinks a most important 
procedure. He does not advocate early enucleation, as re- 
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currences can be easily detected and removed, metastases are 
rare, and extension takes place along the looser conjunctival 
and orbital tissues. 

Dr. Koller also presented a mounted section of an eye 
which had been removed seven years before for a spindle-cell 
melanosarcoma which almost perforated the sclera. Patient 
has remained well. 

Discussion: Dr. A. N. STROUSE said he had reported a 
similar case as long ago as November 16, 1896, before this 
Section, the paper having been published in the ARCHIVES OF 
OPHTHALMOLOGY in 1897, No. 2. He had also reviewed a 
number of cases from the literature, and arrived at the fol- 
lowing conclusions: 

(1) Sarcoma of the limbus is of comparatively rare occur- 
rence. 

(2) It never invades the interior of the eyeball, but remains 
confined to the external structures. 

(3) Recurrences are frequent, but do not contra-indicate 
conservative measures in treatment. 

(4) Radical procedures, enucleation or exenteration, are 
unjustifiable except in those cases in' which the growth has 
attained extensive proportions or in which vision has been 
destroyed. 

Dr. OATMAN said that, if these tumors originate spontane- 
ously, they are never malignant; if they start in a congenital 
nevus, they are apt to be malignant. He considered conserva- 
tive measures usually indicated in these cases. 

Dr. JoHn E. WEEKs described his experience with a small 
reddish mass, which originated at the sclero-corneal margin, 
extending backward. It was 14mm in length, 5mm in width, 
and 2mm in elevation, and had been removed three times in 
eighteen months. It was ablated to the healthy tissue and 
its base cauterized. Finally, the eye was enucleated about 
eighteen months ago, and since then there has been no re- 
currence. 

Dr. I. M. HELLER presented a patient with total aniridia 
and capsular cataract of both eyes. 

Dr. JoHn E. WEEKs next presented five patients illustrat- 
ing the results of the Lagrange operation, and then read a 
paper on The newer operations for glaucoma. 
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Iridectomy, which was first applied for glaucoma by von 
Graefe in 1856, has, according to the author, not been found 
efficient except in a portion of the cases, and efforts have since 
been made to discover a more satisfactory method. The 
author critically reviews all the various operations, and comes 
to the conclusion that, in order to obtain the desideratum of 
a protected filtering cicatrix without incarceration or pro- 
lapse of the iris or other tissue, none but the methods of 
Lagrange, Holth, Herbert, Elliot, and Verhoeff move in the 
right direction. His personal experience has been almost 
exclusively confined to the Lagrange operation, of which he 
has about eighty records. Thirty-four of the eyes operated 
upon have been under observation for periods varying from 
two weeks to 414 years. In sixteen cases of chronic glaucoma, 
all but four had vision as good as before the operation, or 
even better. Two developed nuclear cataract and in two the 
field was slightly narrowed and vision reduced. In ten sub- 
acute cases vision has remained good, while in two others 
nuclear cataract developed. Two cases of acute glaucoma were 
cured, one of absolute glaucoma was relieved, and in one of 
secondary glaucoma the tension was reduced. 

Aside from the occasional tearing of the conjunctiva, where 
the fixation forceps were applied, and a failure to remove 
quite as much sclera as was desired, there were no accidents. 
If the forceps are firmly applied near the corneal margin and 
just below the point of counterpuncture, tearing of the con- 
junctiva will not occur except in very few cases. 

Dr. Weeks never operates for glaucoma if the tension can be 
held at normal and loss of field and vision prevented by the 
use of miotics. In three to five days after operation he gently 
massages the eye daily while the patient remains at the hospi- 
tal, using miotics as long as there is any indication of tension 
above the normal. These measures have in the author's 
hands aided in making the results as good as they have been. 

In the discussion, Dr. RupoLtF DENIG said that some of 
the later methods had some special merits, cyclodialysis 
for instance having given him excellent results in a case of 
secondary glaucoma after an uneventful combined extraction 
for cataract. As regards the Lagrange and the Elliot tre- 
phining operations, Roemer had found that the hole in the 
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sclerotic was closed up again, and this also happened in the 
so-called submuscular trephining operation. 

Dr. Denig added he had only lately perfected an operation 
for chronic glaucoma with simplified technique, and which he 
had outlined in a paper about eighteen months ago. With 
this method he had since obtained some very good results. 

Dr. W. B. MARPLE has performed cyclodialysis in three 
cases, two of which had been followed by acute glaucoma. 
Buttonholing the iris might occur in the Lagrange operation. 
He performs iridectomy before the sclerectomy. He had 
practised the trephine operation exclusively for absolute glau- 
coma, but is undecided about its utility. 

Dr. GEORGE YOUNG avoids entering the anterior chamber, 
and removes with the trephine small scleral disks. 

Dr. W. E. LAMBERT found the Lagrange operation very 
useful, but he employs the punch, as it better gauges the size 
of sclera to be removed. 

Dr. WooTToN employed the Lagrange operation for a case 
of total synechia due to rheumatic iritis and was able to observe 
tonometrically no effect on tension. 

Dr. Otto SCHIRMER remarked that posterior sclerotomy 
alone was never sufficient, but useful in combination with the 
Lagrange operation. He first performs sclerotomy, as it 
slowly lowers tension; then the Lagrange operation, followed 
with massage after twenty-four hours and continued for two 
weeks. 

Dr. WEEKs closed the discussion, stating that the accident 
of buttonholing or puncturing the iris made caution necessary, 
and that massage was important. It should be begun forty- 
two to seventy-two hours after the operation, and the patients 
be instructed to continue massage for some time. 


MEETING HELD MARCH 18, I9I2. DR. JOHN R. SHANNON IN THE CHAIR. 


Surgical treatment for limeburns of the eye. 

Dr. RupoLtF DENIG presented two cases of limeburn of 
the eye. In both, the conjunctiva was burned extensively, 
nearly all around the cornea, the cornea itself only at a few 
places. On the third day after the injury the whole cornea 
became opaque, on the fifth the opacity of the cornea had 
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become intense, so that no details of the iris or pupil could 
be made out. Dr. Denig removed the conjunctiva all 
around the cornea, the width of the excised conjunctiva 
being 4-6mm. The defect was covered by two lip flaps, 
one along the upper, the other along the lower circumference 
of the limbus. Both eyes were bandaged. On the eighth 
day the bandages were removed, and it was found that the 
lip flaps had taken well and that the opacity of the cornea 
had cleared up remarkably. Two weeks later the cornea was 
clear, except the few spots which had been burned directly by 
lime. It remains to be seen if this method will also benefit 
such cases in which the cornea is mainly affected. 

Dr. Denig recommends the use of this method also in other 
burns of the eye. 

Dr. JoHn E. WEEKS, in opening the discussion, inquired 
as to the severity of the burn and remarked that in his experi- 
ence lip flaps generally cause irritation of the eye. 

Dr. W. B. MARPLE was of the opinion that in the cases 
presented there was no involvement of the deeper layers of 
the corneal structure. 

Dr. DENIG closed the discussion by stating that the process 
clears up in superficial limeburns of the cornea, but not in 
cases with dense opacities like those presented. 

Dr. JoHN M. WHEELER presented two cases with hole in 
the retina. The first patient, a boy 10 years of age, was 
struck in the left eye with a stone last October; one month 
later he applied for treatment at the New York Eye & Ear 
Infirmary. Vision: left eye z$z, right eye $$. Ophthalmo- 
scopic examination showed that media were clear; in the 
macular region there was a typical hole, with considerable 
deposition of pigment around the disk and macula, also a 
large choroidal rupture above and temporal to the macula. 
The second case was published in the ARCHIVEs for January, 
1912, and now presented very little change. 

Dr. CLyDE E. McDONALD presented a patient 13 years 
of age. Vision: #5; ophthalmoscopic picture similar to Dr. 
Wheeler’s cases. 

Dr. MARPLE was of the opinion that in one of these cases 
there was no difference in refraction between the border and 
centre of the retinal hole. 
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Dr. WEEKS considered trauma, associated with ophthal- 
moscopic pictures as presented, diagnostic of hole in the retina; 
refractive differences in the area of the hole, he considered 
difficult to differentiate. 

Dr. I. HELLER presented a patient with traumatic irido- 
dialysis and cataract, in which the iris was torn from the 
ciliary body to about one half of its circumference. 

Dr. JuLtus WOLFF presented a young man, 21 years of 
age, with hypersecretion of the Meibomian glands. All the 
lids were swollen, red, and nodular; the patient complained 
of pain and photophobia; upon compressing the lids with the 
fingers, a stringy, tenacious material exuded, which looked 
like pus. This procedure had been performed several times a 
week for the past four months, resulting in a marked improve- 
ment. Bacterial examination showed no other pus organisms 
than a few staphylococci in culture; therefore, no vaccine 
therapy was advised. 

Dr. W. B. WEIDLER asked if there was any refractive error 
in this case, also what local treatment was given. 

Dr. WEEKS reported a similar case in a girl, 6 years old, 
whom he had treated locally with a 1 per cent. ointment 
of yellow oxide of mercury; he advised against any surgical 
intervention in these cases. 

Dr. Otro SCHIRMER considered the condition due rather 
to a weakness of the glandular structure than a hypersecre- 
tion, and advised expression as well as instruction to the 
patients in massaging the lids. 

Dr. Wo LFF closed the discussion, remarking that the present 
condition of the patient was misleading owing to the marked 
improvement of the case. He did not believe that ametro- 
pia had any bearing on the condition; he expressed the lids 
every other day, used silver-nitrate solution, and applied a 
I per cent. ointment of the yellow oxide of mercury to the 
margins of the lids. 

Dr. OTTO SCHIRMER presented a patient operated two weeks 
ago for retrobulbartumor. A male, 30 years of age, absolutely 
healthy, complained of impaired vision, occasional diplopia, 
and protrusion of the eyeball. The first symptoms were 
noticed six months ago. There was exophthalmos of 6mm in 
the axis of the orbit; globe not repressible, no pulsations, no 
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murmurs. Eyeball did not further advance on compression 
of the jugular veins. Vision reduced to 74%. 

Diagnosis: Retrobulbar tumor within the muscle funnel, 
not originating from the optic nerve. Probably no vascular 
tumor, but either sarcoma or blood cyst. 

At operation an encapsulated tumor was found near the 
apex of the orbit with a small pedicle. There was very little 
hemorrhage and rapid healing. The tumor was found to be 
a fibrosarcoma. 

Dr. WEEKs said the result of the operation was excellent. 
He had performed the Krénlein operation four weeks ago for 
an encysted growth following a trauma; the growth was small 
and located at the apex of the orbit; he avoided the external 
rectus muscle and did not disturb the bandage for several 
weeks. 

Dr. J. WotrFF called attention to a similar case reported a 
year ago and described an auscultatory sign elicited by placing 
the stethoscope bell over the eyeball or its vicinity, and pro- 
duced by the changed character of transmission of the sound 
waves in nasal respiration. 

Dr. J. HERBERT CLAIBORNE reported the case of a girl, 
6 years of age, who had been treated by her family physician 
and himself for a recurrent crop of styes which failed to yield 
to either local or internal medication. He then made a cul- 
ture from the next pustule and, finding it infected with the- 
staphylococcus pyogenes aureus, made a number of injections 
of staphylococcus vaccine at regular intervals. After the 
second injection the styes completely disappeared, and those 
that have since reappeared during the eight months of in- 
jection treatment have been insignificant and contained little. 
pus. , 

Vaccine treatment in diseases of the eye seems to have been 
almost entirely neglected in this country, while in England 
it seems to have been frequently employed. Wherever mi- 
crobes are found in inflammations of the eye, the character 
of the microbe should be determined and vaccine given, 
provided the gravity or obstinacy of the case justifies the 
procedure. Dr. Claiborne does not claim that the injections 
cured his patient, but his object in reporting the case is to 
stimulate interest in this treatment on the basis of the clinical. 
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facts. He considers the treatment reasonable, scientific, and 
safe. In cases where there is a febrile reaction or other 
symptom which makes it important for the patient to remain 
in bed, the temperature should be taken at regular intervals 
and the patient kept under immediate trained observation. 

Dr. JOHN R. SHANNON called attention to the investigations 
in progress of Dr. James J. Dwyer, who had successfully 
treated seventeen cases of recurrent hordeola with the vaccine 
of the staphylococcus pyogenes aureus. 

Dr. W. B. JOHNSON is of the opinion that autogenous 
vaccines are more reliable than the stock vaccines, which are 
generally procured from Canada or England. He believed 
that vaccines were not entirely free from danger, owing to the- 
liberation of their metabolic products. 

Dr. CLAIBORNE, who closed the discussion, believed that the 
procedure was harmless, since the organisms were killed and 
the entire method was conducted under the strictest asepsis. 

Dr. E. L. MEIERHOF presented a portable electric lamp for 
illuminating the operating field. The instrument consisted 
of an electric bulb and condensing lens attached to a handle,,. 
which is connected by wires to the ordinary electric current.. 





REPORT OF THE PROCEEDINGS OF THE OPHTHAL- 
MOLOGICAL SOCIETY OF THE UNITED 
KINGDOM. 


By C. DEVEREUX MARSHALL, F.R.C.S. 


The ordinary meeting of the Society was held on Thursday, 
March 14th, at the Medical Society’s Rooms, Chandos Street, 
Mr. J. B. LAWForD, President, in the Chair. 

The following card specimens were shown and discussed :— 
Mr. CRUISE: a case of tuberculosis of the conjunctiva 
(2) scotometer for testing central color vision. Mr. Wray: 
a case of sub-retinal cyst. Mr. GRIMSDALE: acquired hyper- 
metropia with rupture of choroid. Mr.G.Coats: pigmented 
cyst lying free in the anterior chamber. Mr. HERBERT said 
he saw a similar case to Mr. Coats’s in Bombay, but there was 
no deposit on the lens capsule. Mr. CAarGILL showed a case 
of osteoma of the frontal sinus; Mr. CUNNINGHAM showed a 
case of episcleral nodule, probably tuberculous; Mr. BisHop 
HARMAN exhibited a case of guttate iritis. 

Mr. HERBERT read a paper entitled A distinctive conjunc- 
tival papule. He described a somewhat prominent defined 
painless papular swelling found on the inter-palpebral ocular 
conjunctiva fairly commonly in India, and apparently rarely in 
Europe. It occurred in adults, chiefly in males, and most often 
at the inner side of the cornea. It was generally of a pale 
pink color, paler than the immediately surrounding injected 
conjunctiva, and there were a few enlarged blood-vessels run- 
ning to it. It might stain feebly with fluorescin. It might 
last two or three weeks only, or considerably longer. Its chief 
histological features were great epithelial proliferation, more 
or less inflammatory infiltration, and elastic-tissue degenerative 
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changes. In the more active cases the epithelial cells were 
much enlarged, and multi-nuclear epithelial giant cells were 
to be found. Where epithelial down-growths were unable to 
form, owing to firm supporting fibrous tissue, the nutrition of 
the epithelial mass was served by the penetration of thin- 
walled blood-vessels into it. It was doubtful whether the 
elastic-tissue changes were an essential feature, since they 
were well developed in the otherwise normal neighboring 
conjunctiva. They. were the changes which had been de- 
scribed in pinguecule. Some of the broken down elastic 
tissue was carried by the lymph stream into the epithelium, 
more particularly in the more inflammatory cases. Some of 
the degenerate material was taken up by the epithelial cells 
and thus disposed of. Its presence appeared to stimulate 
the multiplication of the cells. Portions of it, by causing 
localized proliferation, led to the formation of “‘cell nests.” 
This observation should be tested as to its possible application 
to epithelial pearls in other affections, as in epithelioma of 
the skin. Much of the hyalin degenerate elastic material 
no longer stained specifically, but showed some newly acquired 
selective staining affinities, which aided in its recognition. 
In one case particles of broken-down tissue were also found 
in the epithelium. 

Mr. WortTH read a paper entitled: Operative treatment 
of conical cornea. He described a new operation for conical 
cornea. He said that in most cases which needed operation 
there was a very high degree of myopic astigmatism, sometimes 
as much as 15 or 20 dioptres, with little spherical error, and 
even with the most accurate combination of correcting lenses 
vision was usually very poor. At the apex of the cone there 
was usually what looked like an opacity, but examination with 
oblique illumination and a loupe often showed this appearance 
to be merely a refraction effect. The majority of surgeons 
operated upon conical cornea by applying the actual cautery 
to the apex, either with or without complete perforation. 
Some surgeons say that to operate without perforation is to 
produce a large opacity and small effect upon the refraction. 
Those who do not burn a hole completely through the cornea 
say that the presence for several days of a sloughy fistulous 
opening into the anterior chamber would be a source of grave 
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danger totheeye. The instruments required for Mr. Worth’s 
operation were a platinum thermo-cautery and spirit lamp, 
and a broad needle and spatula for tapping the anterior 
chamber. The platinum cautery had a flat surface of an 
elongated oval shape. The eye was cocainized and a drop of 
eserin instilled. A spot was selected on the cornea in the 
meridian of greatest curvature nearly midway between the 
summit and margin of the cornea—but very slightly nearer 
the summit. The cautery was heated in the spirit lamp and 
held over the eye until it almost ceased to glow in daylight. 
It was then applied to the cornea at the selected spot with its 
long axis at right angles to the meridian of greatest curvature. 
It should only be left in contact with the cornea for an instant; 
two or three applications were usually required, the cautery 
being heated each time. A cavity should be made about 
4mm long and 2mm wide, with steep edges and extending 
nearly down to Descemet’s membrane, but very great care 
should be taken to avoid opening the anterior chamber. 
Descemet’s* membrane appeared to be more resistant to 
burning than the substance of the cornea, or perhaps the 
aqueous protected it in the same way as water protected a 
tin kettle. With care the cauterization could be continued 
until the membrane was seen bulging at the bottom of the 
wound. Then the anterior chamber was tapped near its 
periphery and the aqueous evacuated. The anterior chamber 
was tapped near its periphery on each of the following three 
or four days and after that on alternate days until the ulcer 
had healed. The main points of the operation were—the 
dangers of a communication between the wound and the 
interior of the eye were avoided; the frequent evacuation of 
aqueous promoted rapid healing of the wound and greatly 
increased the effect of the operation; by concentrating the 
effect of the operation chiefly upon one meridian and so 
reducing the myopic astigmatism, better visual results were 
obtained than could otherwise be hoped for; no subsequent 
iridectomy was required. Mr. Worth said that the operation 
was so safe and satisfactory that he would not hesitate to 
recommend it in a case of non-progressive myopic astigmatism 
of extremely high degree. The paper was discussed by Mr. 
ERNEST CLARKE, Mr. Wray, Sir ANDERSON CRITCHETT, 
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Major ALEXANDER, Mr. ARNOLD Lawson, and Mr. HARRISON 
BuTLER. Mr. Wray in his remarks expressed surprise at 
hearing Mr. Worth say that so many cases of the kind were 
corrected by means of minus cylinders. The last seven cases 
he, the speaker, had had were corrected by plus cylinders. 
Sir Anderson Critchett’s observations consisted of a defence 
of his operation by means of the galvano-cautery. 

Mr. W. H. BRAILEy read a contribution entitled: A new 
cell proliferant. He called attention to a new drug named 
allantoin which he termed a new cell proliferant. Its action 
was not that of an antiseptic; so far from that being the case 
it actually encouraged the growth of organisms, but its great 
use was that it encouraged the proliferation of the cells of 
the tissue. He mentioned the case of a small corneal ulcer 
which, after cauterizing and the application of various reme- 
dies, did not get well. Drops of allantoin quickly caused a 
marked improvement. He mentioned several similar cases 
and explained the beneficial action of the drug by its causing 
the cornea to receive extra nourishment. He considered 
that the drug was well worth a trial in all cases of long-stand- 
ing keratitis and possibly scleritis. 

Mr. ZoRAB read a paper entitled: The relief of tension 
in chronic glaucoma: a preliminary report on a new opera- 
tion. After briefly reviewing the existing operations he 
indicated that the guiding principle in each was drainage of 
the interior of the globe. He then went on to describe his 
own procedure—based on the same guiding principle. He 
described two methods of which the second was, in his opinion, 
the better. Originally, he passed a threaded needle sub- 
conjunctivally into the anterior chamber, piercing the scler- 
otic coat at the angle. The needle was then brought out at 
a corresponding point through the angle, and out again sub- 
conjunctivally. The ends of the silk were cut short and a 
little manipulation ensured their being covered by conjunctiva. 
He found, however, that the conjunctiva was very frequently 
torn by the fixation forceps, and also there was some risk of 
pricking the iris and lens capsule with the point of the needle. 
Acting on the suggestion of Mr. J. F. Bullar, he modified the 
operation thus: A large flap of conjunctiva was raised—at 
the upper part of globe, for choice—leaving a crescentic attach- 
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ment along the limbus. A small incision was then made under 
this flap into the anterior chamber. A piece of sterile silk 
thread, about 3 in. long was doubled on itself, and the loop 
was pushed gently through the sclerotic incision into the 
chamber. The conjunctival flap was then replaced and 
stitched in a couple of places, great care being taken to see 
that the distal ends of the bight of silk did not come near the 
margin of the conjunctival incision. Mr. Zorab claimed for 
this procedure that it was quite devoid of manipulative risk, 
that it established efficient drainage, which promised to be 
permanent, and that it was simple to perform. The only 
danger, in his opinion, was from sepsis, but he did not regard 
this as being any greater than the other operations involving 
opening the eyeball. The greatest emphasis was laid on 
ensuring a complete covering of the silk by healthy conjunc- 
tiva. As the oldest case only dated back to July, 1911, he 
was careful to state that the operation was only on trial, but 
he was firmly convinced that it held out good promise. He 
had so far restricted it to cases of chronic glaucoma, as acute 
cases did well with iridectomy. He concluded his paper 
with notes of the cases already operated on. 


Mr. STEPHEN MAyou mentioned some cases on which he 
had tried a similar procedure, somewhat before Mr. Zorab. 
Mr. Zorab replied. 
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I—GENERAL OPHTHALMOLOGICAL LITERATURE. Reviewed 
by Dr. ABELSDORFF. 


1. FreytaG,G. The eye of the automobile chauffeur. Muenchener 
med. Wochenschrift, No. 6, p. 311. 


2. Butt,CHarLesS. The increasing frequency of inherited syphilis and 
the grave importance of its early recognition in infants and young children 
from the standpoint of the ophthalmologist. Medical Record, Jan., 1911. 

3. BEpNARSKI. The causes of blindness in children. Arch. d’ophtal- 
mologie, Xxxi., p. 356. 


4. Peretz. Causes and frequency of blindness among the Egyptian 
children in Cairo. Jbid., xxxi., p. 287. 


FREYTAG (1, The eye of the automobile chauffeur) de- 
scribes the rules governing the vision considered to be necessary 
for an automobile chauffeur in Bavaria. The demand for at 
least 3? of normal vision in each eye is too hard; if one eye 
has a vision of 2 the other may have as little as 3. Like- 
wise the demand that the prescribed minimum vision shall be 
without glasses he considers improper, because protective 
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spectacles are necessary and the polish of the glasses is the 
same, so long as the error of refraction is not too great. Color 
blindness, which is excluded, does no harm to an automobilist. 

In BuLL’s (2, The increasing frequency of inherited syphilis 
and the grave importance of its early recognition in infants 
and young children from the standpoint of the ophthalmolo- 
gist) experience, very young children are more often affected 
with disease of the uveal tract than with keratitis; iritis and 
chorioiditis are not uncommon, nor are affections of the retina. 
He calls attention to some of the less pronounced stigmata of 
syphilis, such as the vertically oval cornea, evidence of ear 
trouble, particularly sudden deafness without known cause, 
which is pathognomonic, also the small incisor teeth associated 
with those of normal size and the retention of the temporary 
teeth longer than usual. More attention should be given to 
diagnosis and treatment of syphilis in early infancy and to 
preventing the spread of the disease by inheritance. 

ALLING. 

BEDNARSKI (3, The causes of blindness in children) con- 
siders as blind those who can no longer count fingers. Such 
statistics as he has collated are more easily compiled than in 
the case of adults, as the causes are not so multitudinous. 
The majority of the children he found to be blinded by phlyc- 
tenular keratitis; then come congenital affections (23%), 
ophthalmia neonatorum (15%), diseases of the brain (9%); 
the other causes vary between 1 and 4%. No cases were due 
to variola or diphtheria. In former works ophthalmia neona- 
torum took the first place. The age of the child when blinded: 
during the first year in 39%, during the second year in 9%, 
during the third and fourth years in 10 and 11%. 

PERETZ (4, Causes and frequency of blindness among the 
Egyptian children in Cairo) says that the pathology of the 
child’s eye in Egypt is essentially different from what it is in 
Germany. Ophthalmia neonatorum, scrofulous diseases, and 
parenchymatous keratitis are comparatively rare, while puru- 
lent ophthalmias, congenital cataract, and retinitis pigmen- 
tosa abound. He found 2.34% of the children to be incurably 
blind in one eye, 0.55% in both. The commonest cause of 
blindness was corneal staphyloma and phthisis bulbi resulting 
from panophthalmitis; then came congenital diseases. Gono- 
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coccal ophthalmia is endemic in Egypt and becomes epidemic 
during the months of September and October. The majority 
of cases recover; the eyes that become blind do so through 
grave corneal troubles that come too late under treatment as a 
rule. The gonococcus predominates bacteriologically and is 
present in almost all mixed infections. Hereditary syphilis 
is the second most common cause of blindness. He reports 
an interesting case of multiple syphilomata in the iris of a 
child four months old. Causé. 


II.—GENERAL PATHOLOGY, DIAGNOSIS, AND TREATMENT. 
Reviewed by Dr. ZIEMSSEN. 


5. BENTLEY, F. Report of a case of endogenous panophthalmitis due 
to the colon bacillus. -Ophthalmic Record, July, 1911. 

6. Peters, W. H. A simple method of cultivating the Morax-Axen- 
feld diplobacillus. Jour. A. M.A., April 15, 1911. 

7. Exscunic, A. The antigen action of the pigment of the eye. Aka- 
dem. Anzeiger, viii., 1911. 

8. Brur, C. The nature of the changes in the eye in polycythemia. 
Also another contribution to the theory of choked disk. Klin. Monatsbl. 
f. Augenheilkunde, xlix., xi., p. 672. 

9. Corps,R. Adrenalin mydriasis. Zeitschr.f. Augenh., xxv., 4, P. 350- 

10. GRADLE,H. The excretion of urotropin into the anterior chamber 
of the eye. Ophthalmic Record, March, 1911. 

11. Yvert. Is Ehrlich’s “606” dangerous to the eye? Recueil 
a’ ophtalm., Jan., 1911. 

I2. DELAPERSONNEet Ler. ‘ 606” and diseases oftheeye. Annales 
@’ oculistique, 72, p. 2. 

13. Ductos and Sasotr. Intraocular tumor. Annales d’oculistique, 
exlv., p. 362. 

14. Rocuat, G. T. Resorption in the anterior chamber. Nederl. 
Tydschrift voor Geneeskunde, 1911, i., No. 11. 

15. TSCHIRKOWSKY. Pfeiffer’s influenza bacillus in the pathology of 
some diseases of the eye. Westn. Ophth., 1910, No. 12. 

16. Rasguin. Value of the analysis of the blood in ocular affections. 
Annales d'oculistique, 72, p. 92. 

17. CusHING, H., and Hever, G. J. Distortion of the visual fields in 
cases of brain tumor. Jour. A. M. A., July 15, 1911. 

18. KENNEDY, P. Retrobulbar neuritis as an exact diagnostic sign 
of certain tumors and abscesses of the frontal lobe. Amer. Jour. of the 
Medical Sciences, Sept., 1911. 


BENTLEY’s (5, Report of a case of endogenous panophthal- 
itis due to colon bacillus) patient was a diabetic man suffering 
also from a pyelitis and cystitis, due to the colon bacillus. 
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The same organism was found in the pus obtained from the 
infected eye. ALLING. 

Peters (6, A simple method of cultivating the Morax- 
Axenfeld diplobacillus) finds that these organisms grow as 
readily and in as characteristic a manner on Dorsett’s egg 
medium as on Loeffler’s blood serum, and the former is much 
more easily prepared. The pits, however, are not quite as 
deep and the diameter is less. ALLING. 

ELscunic (7, The antigen action of the pigment of the eye) 
investigated (1) whether a resorption of antigens in the form 
of antigen took place from the interior of the eye, (2) whether 
the tissue of the uvea together with the pigment epithelium 
showed an antigen action in the blood serum of the animals ex- 
perimented on. He found that the uvea has a marked organ 
specificity, but not species specificity. To determine the anti- 
gen action of the pigment of the uvea he made further experi- 
ments with intravenous injections of the pigments of the eyes 
of horses, cattle, pigs, and rabbits into rabbits, and found that 
chemically pure pigments of the eye have a marked antigen 
action. The immune bodies formed have about equal affinity 
for the uvez of horses, cattle, and pigs, and show in fixing ex- 
periments with pure eye pigment no sort of species specificity. 

BEuR (8, The nature of the changes in the eye in polycy- 
theemia) concludes, from a case in which the ocular symptoms 
were well marked—hyperemia of the lids and conjunctiva, 
dilatation of the vessels of the chorioid and retina, apparent 
optic neuritis, choked disk from local cedema and infiltration 
with small cells in all the vascular parts of the eye outside 
of the retina—that these changes were produced by the poly- 
cythemia and are of etiological importance. 

Corps (9, Adrenalin mydriasis) confirms Loewi’s reaction, a 
mydriasis produced by a 1:1000 solution of adrenalin instilled 
in the conjunctival sac in diabetes mellitus and exophthalmic 
goitre. He warns against drawing any conclusions from such 
a mydriasis until the cornea has been carefully examined, for 
his experiments have shown that with increase of the capacity 
of the cornea for diffusion, which is easily produced by abra- 
sion or drying of the corneal epithelium, the action of the 
adrenalin is greatly increased and quickly produces mydriasis. 

The fact that urotropin is excreted into various body fluids 





Progress of Ophthalmology. 395 


and acts with bactericidal effect induced GRADLE (10, The 
excretion of urotropin into the anterior chamber of the eye) 
to experiment with the aqueous to determine the presence of 
this drug. He drew the aqueous from the eyes of a rabbit 
after giving a dose of 0.5gm. He also placed aqueous ob- 
tained, a few hours after feeding urotropin, in a test tube with 
a culture of pneumococcus. He concludes from these experi- 
ments that the drug appears in the anterior chamber three 
hours after ingestion, reaching its maximum in about seven 
hours, and the excretion is favored by paracentesis. The 
excretion is also increased by a mydriatic used locally. Uro- 
tropin is not found in the aqueous in sufficient concentration to 
inhibit the growth of the pneumococcus in the test tube, but 
it may be of therapeutic value as an adjuvant to the normal 
antibodies which control infection. ALLING. 
YVERT (11, Is Ehrlich’s ‘‘606” dangerous to the eye?) denies 
that the use of 606 is attended with danger to the eye. The 
fears based on the diseases of the eye produced by atoyxl and 
arsacetin have not been realized. Netter reported in the 
Académie de Médecine that of fifty authors who had used the 
remedy in numerous cases none had observed any trouble with 
the eyes. 606 is unquestionably to be used in syphilitic dis- 
eases of the eye. Causé. 
DE LAPERSONNE and LERI (12, ‘* 606”? and diseases of the 
eye) find that the subacute retrobulbar neuritis with partial or 
complete atrophy of the optic nerve observed after the use of 
atoxyl is not met with after the use of 606. The toxic power 
of the latter is much less and its excretion through the kidneys 
is more rapid. The authors do not think that the cases of 
visual trouble following the use of this remedy were to be 
ascribed to its effect, but rather to the syphilis itself. All of 
the patients treated with 606 in the clinic at Paris were sys- 
tematically examined with regard to their eyes, but in not one 
was a toxic neuritis found that had to be referred to the action 
of the remedy. A brilliant result was obtained in three out of 
seven cases of syphilitic disease of the uveal tract; the result 
in the remaining four was less marked. The effect of 606 was 
very good in a young woman with interstitial keratitis, but 
it failed absolutely in two other cases. An optic neuritis and 
a case of paresis of the ocular muscles were temporarily bene- 
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fited. Both authors are led by their experience to consider 
606 a valuble addition to our armamentarium for the treat- 
ment of syphilitic diseases of the eye. Recurrences and new 
symptoms after the use of the remedy are perhaps to be as- 
cribed to improper quantity or method of injection. Causf. 
Ductos and Sasot (13, Intraocular tumor) report their 
findings in the eye of a woman, 53 years old, which was enu- 
cleated for symptoms of glaucoma, cataract, and iridocyclitis. 
The tumor filled the posterior chamber, measured 24 by 9mm, 
was black at its base and clear in the other twothirds. Micro- 
scopically it was a typical melanosarcoma, coming from the 
layer of large vessels. The uncolored part, which protruded 
into the eye, presented the characteristics of a perithelioma. 
Cause. 
RocuatT (14, Resorption in the anterior chamber) repeated 
Leber’s investigation with an isotonic solution of hemoglobin 
which was introduced into the anterior chamber by means of a 
manometer. The eyes were afterward hardened in alcohol 
and sections were cut. The filtration of the hemoglobin 
could be studied with the microscope. During the injection 
the solution escaped through the anterior ciliary vessels. 
It was found in large quantities in Fontana’s space and in 
Schlemm’s canal, only a very little in the sclera, and rarely in 
the suprachorioidal space. It easily entered the tissue of the 
iris, the capsule of the lens, and the endothelium of the cornea. 
Descemet’s membrane was impermeable. The author thinks 
that the iris cannot be an organ of secretion for the aqueous, 
as has been claimed. VISSER. 
The clinical and bacteriological researches of TSCHIRKOWSKY 
(15, Pfeiffer’s influenza bacillus in the pathology of some 
diseases of the eye) show the indubitable inflammatory action 
of the bacillus influenze upon the conjunctiva and cornea. 
It was found as an active agent in one case of orbital cellulitis 
complicated with irido-chorioiditis, and in a case of post- 
operative infection following cataract extraction: Cases of 
conjunctivitis caused by the influenza bacillus are not uncom- 
mon; eleven cases were noticed in the clinic at Kazan in the 
last two years. The cases of keratitis met with in general 
influenza are usually due to secondary infection, or to the 
secondary influence of the bacilli, or to their toxines. Cases 
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of direct primary keratitis produced by the influenza bacillus 
are rare. The author reports three cases, two apparently 
primary, the other following cataract extraction. 
HIRSCHMANN. 
RASQUIN (16, Value of the analysis of the blood in ocular 
affections) has examined the blood of patients with various 
diseases of the eye with regard to the microscopic constitu- 
ents and its biological reactions. He lays special stress on 
the study of the blood cells. The results obtained were: 
(1) In acute infectious diseases of the eyes there is, as a rule, 
a neutrophile hyperleucocytosis proportional to the extent 
and intensity of the inflammatory process with simultaneous 
decrease of the eosinophile cells. The involution of the disease 
is characterized by the reverse of these conditions. When 
neutrophile leucocytosis with a reduction of the eosinophile 
cells is found a few days after a perforating wound of the eye, 
there is reason to suspect a panophthalmitis. The same con- 
dition serves for the diagnosis of an abscess of the brain in a 
case of choked disk. (2) Eosinophilia occurs in parasitic 
affections of the eye, serves for diagnosis of cysticercus in 
detachment of the retina, and is produced by injection of 
filarie, trypanosomata, and sporotrichosis. (3) In syphilitic 
diseases, especially in the second stage, a marked anemia 
and lymphocytosis is present, which is improved by mercurial 
treatment. In tabes a lowered hemoglobinuric coefficient is 
found, which may serve in the differential diagnosis of optic 
atrophy. (4) In tuberculous affections the microscopic 
examination of the blood reveals no characteristic sign; 
mononucleosis is often present. (5) The retinitis albuminurica 
of scarlet fever causes eosinophilia, which is not present in 
ordinary retinitis albuminurica. (6 and 7) There is usually 
a slight eosinophilia in glaucoma simplex and a considerable 
anemia and hypoleucocytosis in retinitis pigmentosa. (8) 
Neutrophile hyperleucocytosis is found in diabetic but not 
in the other forms of cataract. (9) Leucemic and anemic 
diseases of the eye may be diagnosed through the examination 
of the blood. (10) Carcinoma, sarcoma, and exophthalmic 
goitre show no typical changes in the microscopical condition 
of the blood. Rasquin found by the bacterial examination 
the agent of the disease of the eye in the blood in one case out 
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of ten. The biological examination gave no noteworthy 
results, except that in certain cases the serum of eye patients 
had agglutination power. Wassermann’s reaction was posi- 
tive in 56% of the cases of syphilis. Cause. 

CusHING and HEUvER (17, Distortion of the visual fields 
in cases of brain tumor) draw their conclusions from the 
perimetric observations of 123 cases of brain tumor. Nor- 
mal fields were shown in twenty-seven and abnormal color 
fields in fifty-three. There were ten cases which showed the 
interlacing of the color fields (dyschromatopsia) either in the ab- 
sence of choked disks or with only slight disturbance in the 
nerve head. In view of definite localizing symptoms, all of 
these were operated upon and in five the tumor was removed, 
in one it was considered irremovable and in five it was not 
found. In all ten the color fields returned to normal after 
operation. They divide their cases into those (1) in which 
there was total absence of choked disk with interlacing bila- 
terally equal; (2) those in which interlacing was unilateral; 
and (3) those in which interlacing was found with a low grade 
of choked disk, disappearing after operation. Twelve in- 
structive histories are related illustrating these points. 

The paper is a continuation of a former one on the same 
subject. ALLING. 

The six cases of tumor of the frontal lobe the histories of 
which are related by KENNEDy (18, Retrobulbar neuritis as an 
exact diagnostic sign of certain tumors and abscesses of the 
frontal lobe) seem to prove that in these cases there is a true 
retrobulbar neuritis and atrophy with central scotoma on the 
side of the lesion together with a papillcedema of the opposite 
eye. He thinks that the more delicate fibres of the macula 
bundle render them more liable to be affected by direct pressure 
before the coarser strains of the periphery. ALLING. 


III—REMEDIES AND INSTRUMENTS. Reviewed by 
Dr. ZIEMSSEN. 


19. THEOBALD, S. A protest against the indiscriminate use of the 
organic compounds of silver in ophthalmic practice. Trans. Amer. Ophth. 
Society, 1911. 

20. GAMBLE, W. E. The use of diagnostic doses of old tuberculin in 
determining the etiology of optic neuritis and neuro-retinitis of obscure 
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origin; the reaction is specific, definite reduction in sight. Ophthalmic 
Record, Feb., 1911. 

21. HEcKEL, E. B. The extractum corporis ciliaris in the treatment 
of sympathetic ophthalmia, with a report of two cases. Ophthalmology, 
April, 1911. 

22. O'Connor, R. P. Report of case of infection following cataract 
extraction treated by vaccines, with rapid recovery. Ophthalmology, April, 
IgII. 


23. McCussin, J. B. Some eye affections and salvarsan. Amer. 
Jour. of Ophthalmology, July, 1911. 


24. GorpuNow. The use of pyocyanase in eye diseases. Wratsche- 
buaja Gaseta, 1910, No. 27. 

25. WICHERKIEWICZ. Novoiodine as an ophthalmic remedy. Revue 
gén. d'ophtalmologie, xxx., p. 241. 


26. Lowe Lt, H. An inexpensive pocket transilluminator. Ophthalmic 
Record, March, 1911. 


27. HANSELL, H. F. Some experiences with the ophthalmodiaphano- 
scope, with exhibition of the lamp. Annals of Ophthalmology, July, 1911. 


THEOBALD (19, A protest against the indiscriminate use of 
the organic compounds of silver in ophthalmic practice) points 
out the much greater frequency of conjunctival argyria since 
these new compounds have been introduced. He advocates 
their use in gonorrhoeal conditions and in recent trachoma 
but not in other diseases where simple astringent solutions are 
at least equally efficacious. ALLING. 

GAMBLE (20, The use of diagnostic doses of old tuberculin 
in determining the etiology of optic neuritis and neuro- 
retinitis of obscure origin; the reaction is specific, definite 
reduction in sight) claims that a pronounced reduction in 
vision occurs about seventeen hours after the diagnostic 
dose of tuberculin T. R. and lasts about four days when tuber- 
culous disease involves the optic nerves or tract in the region 
of the chiasm. Two cases seem to be the basis for his con- 
clusions. ALLING. 

The results of the treatment of sympathetic ophthalmia by 
the subconjunctival injection of the extract of the ciliary 
body of the ox eye by HEcKEL (21, The extractum corporis 
ciliaris in the treatment of sympathetic ophthalmia, with a 
report of two cases) were unsatisfactory and he has discarded 
the method. ALLING. 

O’Connor (22, Report of case of infection following cataract 
extraction treated by vaccines, with rapid recovery) used an 
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autogenous vaccine but failed to state what organism was 
found. Five injections were made and the eye recovered. 
ALLING. 

Four cases of ocular syphilis are reported by McCussin 
(23, Some eye affections and salvarsan); one case of optic 
neuritis was greatly improved by salvarsan and one not 
influenced. One case of iritis healed in seventy-two hours 
after injection and one developed after the first injection but 
was checked by the second. ALLING. 

GorBUNOW (24, The use of pyocyanase in eyé diseases) 
gives briefly the clinical histories of ten cases in which the 
energetic action of pyocyanase against suppuration was mani- 
fest. The diseases treated were: commencing panophthal- 
mitis after cataract extraction, grave purulent ulcerative 
keratitis, scrofulous (?) chronic conjunctivitis of children, 
central ulcer of the cornea with perforation in ophthalmia 
neonatorum, suppuration and commencing erysipelas after 
extirpation of the lachrymal sac, and purulent conjunctival 
secretion prior to an extraction of cataract. 

Novoiodine, a new antiseptic, has been tried with success 
in numerous cases by WICHERKIEWICZ (25, Novoiodine as an 
ophthalmic remedy). The preparation is a chemical combina- 
tion of iodine with formaldehyde, and is a very strong bacteri- 
cide. He used it in various purulent diseases of the con- 
junctiva, cornea, and lachrymal sac and is so pleased with his 
results that he prefers it to any other antiseptic. He found 
it useful also as a means of prophylaxis in cases of perforating 
wounds and cataract extraction in which there was danger of 
infection. Its use in the form of a powder, 10 to 20%, or 
suspended in oil, is not attended by pain or danger. Cause. 

LOWELL (26, An inexpensive pocket transilluminator) 
uses a pocket flash-light with a truncated conical tube fitted 
over the end containing the lamp. The tube is shaped like 
an ear speculum—in fact the use of a speculum in this way has 
already been suggested by another observer. The device is 
quite effective and simple. ALLING. 

HANSELL (27, Some experiences with the ophthalmodia- 
phanoscope, with exhibition of the lamp) substantiates the 
claims of Hertzel for this instrument in that he has been able 
to diagnose obstructions in the antrum, sphenoidal and frontal 
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sinuses as well as tumors of the orbit and eyeball, although 
lesions of the fundus are best seen with the ophthalmoscope. 
ALLING. 


Sections IV-VII. Reviewed by Dr. ABELSDORFYF, Berlin. 
IV.— ANATOMY. 


28. EPPENSTEIN, A. Researches concerning the elastic fibres of the 
iris under normal and pathological conditions. Zeitsch. f. Augenheilk.,. 
xxv., 6, p. 513. 

29. GUENSBERG,F. The causes and origin of cryptophthalmos. Westin. 
Ophth., No. 4, 1911. 

30. EBERHARDT, W. Cryptophthalmia. Ophthalmic Record, Jan., 1911. 

31. Jackson, E. Cilio-retinal and other anomalous retinal vessels. 
Trans. Amer. Ophth. Soc., 1911. 


EPPENSTEIN (28, Researches concerning the elastic fibres 
of the iris under normal and pathological conditions) sums up 
the result of his investigations as follows: (1) In man the 
walls of the vessels of the iris always contain elastic fibres, 
the quantity of which differs in different individuals; the 
connective-tissue capsule frequently contains elastic fibres. 
(2) There is no elastic membrane in the posterior layers of 


the iris. This place is occupied by the dilatator pupille. 
(3) The stroma of the iris contains elastic fibres only occasion- 
ally. (4) The amount of elastic tissue in the iris remains the 
same at all ages. (5) Pathological conditions do not alter 
this relation. (6) The conditions in the horse are similar to 
those in man, in the stroma of the iris in rabbits there are some 
elastic fibres, which are more numerous in geese and hens. 
GUENSBERG (29, The causes and origin of cryptophthalmos) 
concludes from the careful examination of a cryptophthalmic 
eye enucleated by him and from an analysis of other published 
cases that its origin was only an inhibition of development, 
in no way due toanembryonalinflammation. Any cause that 
may inhibit the development of the lens, such as a late separa- 
tion of the lenticular sac, may delay the development of the 
anterior segment of the globe. The cause may perhaps lie 
in a hereditary predisposition. HIRSCHMANN. 
The child described by EBERHARDT (30, Cryptophthalmia) 
showed the skin to be continuous from the upper to the 
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lower orbital margins, the palpebral fissure being represented 
only by a faint line. Eyebrows were present but no eyelashes, 
The skin seemed to cover spherical prominences which war- 
ranted the supposition that the eyeballs were present. After 
incision of the skin the conjunctiva was seen to be adherent 
to the globes, which were found to be of dusky purplish color 
with no pupil or fundus reflex. The lids became readherent 
to the globes. The child’s parents were blood relations and 
one sister had congenital symblepharon. ALLING. 
Jackson (31, Cilio-retinal and other anomalous retinal 
vessels) examined minutely the fundi of 1000 eyes. Two 
examples of cilio-retinal veins were seen. Anomalous arte- 
ries were found in 20% of the cases. There were two cilio- 
retinal vessels in twelve of the eyes. In three the vessels 
originating within the chorioid did not pass on to the disk but 
turned before reaching its margin. In the 191 eyes with these 
vessels they passed from the temporal side of the disk toward 
the macula in 188. He believes that visible pulsation is more 
common in cilio-retinal vessels than in branches of the central 
attery of equal size. ALLING. 


V.—PHYSIOLOGY. 


32. Wessety, K. The intraocular change of fluid. Zeitschrift f. 
Augenheilkunde, xxv., 4, p. 315. 

33. Buercers, TH. The change of fluid in the eye. Jbid., p. 233. 

34. Werss,O. The intraocular change of fluid. Jbid., p. 1. 

35. Peter, L. C. Arterial hypertension and its relation to morbid 
changes in the eye. Ophthalmology, April, 1911. 

36. EMERSON, LINN. Does cutting of the optic nerve elicit perception 
of light ? Ophthalmology, July, 1911. 


37. Brack, M. An index to the general blood pressure. Journ. A. 
M. A., July 20, 1911. 


WESSELY (32, The intraocular change of fluid) says that the 
intraocular vessels show an intravascular fall of pressure 
while the intraocular tension remains uniform. As a slight 
experimental increase of the fall of pressure results mechani- 
cally in a movement of fluid in the eye, a mechanical change of 
fluid must take place when it is at its normal height, although 
the production of the normal aqueous is extremely slow, much 
slower probably than it is shown to be by our methods of 
experiment. The aqueous newly secreted after puncture 
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comes from the ciliary processes. The cause of its changed 
composition is to be sought in the hyperemia of the intra- 
ocular vessels. The majority of the ascertained facts indicate 
the preponderance of the function of the ciliary processes, 
although there is no essential difference between them and the 
iris. The conditions as to the efferent passages are similar; 
the iris and ciliary body take part in conducting away the 
fluid, but Schlemm’s canal plays the chief part. The intra- 
ocular fluid is produced by a peculiar kind of transudation, 
which differs from the production of lymph by the fact that 
colloidal constituents of the serum and crystalline substances 
are normally held back, and from secretion by its marked 
dependence on the blood pressure. 

BUERGERS (33, The change of fluid in the eye) finds that 
bactericide complement sometimes is found in the normal 
aqueous together with few enzymes, but neither opsonic 
nor hemolytic complement, nor bactericide nor hemolytic 
amboceptors. Antitoxine, opsonine, bacteriologic and hemo- 
lytic amboceptors are found in the aqueous of immunized 
individuals, but no precipitine. All antibodies with the 
exception of the precipitine occur in the aqueous of eyes that 
are thermically, mechanically, or chemically irritated, or 
are infected. The entrance of antibodies into the vitreous 
is more sparse than into the aqueous. There is a certain 
elective behavior on the part of the secretory apparatus of 
the eye which requires an active process, which may be called 
transudation or secretion. 

According to WEISS (34, The intraocular change of fluid) 
there is no evidence of a constant access of fluid in the normal 
eye, nor of an escape of fluid. He therefore holds the theory 
of a constant flow of fluid through the anterior chamber to be 
without grounds. 

PETER (35, Arterial hypertension and its relation to morbid 
changes in the eye) tabulates the results of blood-pressure 
studies in 104 cases of eye disease and presents no new 
results. 

ALLING. 

EMERSON (36, Does cutting of the optic nerve elicit percep- 
tion of light?) enucleated an eye under injections of alypin and 
the patient saw light flashes. It is generally believed that 
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light sensations do not follow the nerve section but that they 
are due to retinal traumatism. ALLING. 
The test described by BLack (37, An index to the general 
blood pressure) is performed by pressing upon the eyeball 
with the fingers placed over the junction of the lids at the 
external canthus, thereby increasing the intraocular pressure. 
Venous pulsation is seen, the arteries diminish in size, and 
finally the veins become empty These phenomena are seen 
best in children and are not produced in arterio-sclerotics. 
They give a rough indication of the general arterial tension. 
ALLING. 


VI.—REFRACTION AND ACCOMMODATION. 


38. ZENTMAYER, WM. Changes occurring in the refraction of corrected 
ametropic eyes. Jour. A. M. A., Aug. 5, 1911. 

39. Westcott,C.D.,and Etuis, J.B. Refraction changes in diabetes. 
Jour. A. M. A., Aug. 12, I91t. 

40. Pick, L. Fuchs’s disease of the macula in myopia. Zeitschrift f. 
Augenheilkunde, xxv., 1, p. 54. 

41. ZEEMAN, C. Measurements of the lens and emmetropization. 
Archiv f. Ophthalmologie, \xxviii., 1, p. 93. 

42. Maxrockt. Bilateral paresis of the accommodation after salvarsan. 
Berl. klin. Wochenschrift, No. 31, p. 1417. 

43. HAaNsELL, H. F. Toxic paralysis of accommodation. Ophthalmic 
Record, April, 1911. 

44. Catu, J. G. The final results of the operation for high myopia. 
Inaugural Dissertation, Leiden, 1911. 


ZENTMAYER (38, Changes occurring in the refraction of 
corrected ametropic eyes) concludes from his exhaustive 
investigations that ametropia tends to change in degree even 
when the error is carefully corrected and the lenses worn 
constantly. Almost every conceivable change may occur. 
The tendency is in the direction of an increase in the static 
refraction with an increase in the astigmatism. He then 
gives the changes most prone to take place in the various 
simple and compound refractive errors. The effect of age 
in the various errors is also gone into. ALLING. 

Westcott and EL Is (39, Refraction changes in diabetes) 
report upon four cases to prove that the refraction may not 
only be increased but may be diminished in diabetes. There 
is no relationship between change in refraction and the amount 
of sugar in the urine. All measurements were made under 
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a cycloplegic. They suggest that some other factor than the 
amount of sugar present in the blood may determine these. 
refractive changes. ALLING. 

According to Pick (40, Fuchs’s disease of the macula in 
myopia), Fuchs’s disease of the macula in myopia, a central 
black spot, is frequently accompanied by retinal hemorrhages, 
which do not, however, cause the black spot, but form a symp- 
tom of the progressive nature of the morbid process. The 
prognosis is better in the lower degrees of myopia than in the 
middle and higher. The younger the person the better the 
outlook for a relatively good vision. Therapeutic measures 
are protection against very bright light and avoidance of 
near work. 

ZEEMAN (41, Measurements of the lens and emmetropi- 
zation) determined the refraction with the skiascope and with 
correcting glasses, the radius of the cornea by means of 
Javal’s ophthalmometer, the angle a, and the curvature of 
the surfaces of the lens with Tscherning’s ophthalmophako- 
meter. The difference in the angle ain persons with different 
refraction may be due to differences in the length of the axes. 
The difference in the angle « in persons who have the same 
refraction is the direct result of the difference in the distance 
of the fovea from the optic axis and is not related to the refrac- 
tion. As the radius of the cornea of myopes isa little smaller, 
that of hypermetropes a little larger, than that of emmetropes, 
no correction influence can be exerted upon the refraction. 
The depth of the anterior chamber was found to be on the 
average 0.37mm greater in myopes than in emmetropes and 
0.42mm greater than in hypermetropes. The radiys of the 
anterior surface of the lens was found to be on the average 
11.05mm in emmetropes, 9.78mm in hypermetropes, and 
12.45mmin myopes. The curvature of the lens is therefore in 
inverse proportion to the relative refraction of the eye. The 
average thickness of the lens was 3.65 without noticeable 
differences in the various conditions of refraction. The 
average radius of the posterior surface of the lens was 6.06 
in emmetropes, 5.75 in hypermetropes, 6.13 in myopes. The 
calculation of the refraction of the lens shows that it is greater 
in hypermetropes than in emmetropes, and greater in these 
than in myopes, so it lessens the refractive error. The lens 
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plays the determining part in emmetropization, for the lengths 
of the axes fluctuate within wide limits in emmetropia. 

MAKROCKI’s (42, Bilateral paresis of the accommodation 
after salvarsan) patient, a girl 22 years old, was treated three 
months after an infection with syphilis with an intravenous 
injection of 0.6 of salvarsan and four days later the same 
amount intragluteally. Two days later a bilateral paresis 
of the accommodation appeared and increased to total paraly- 
sis within a few days. It disappeared in nine weeks without 
treatment in spite of the still existing syphilis. Makrocki 
looks upon this paresis as a sign of Herxheimer’s reaction in 
the sense that the large dose of salvarsan quickly destroyed 
large masses of spirochetze and the endotoxin set free pro- 
duced the harmful action. 

HANSELL (43, Toxic paralysis of accommodation) saw an 
alcoholic who had sudden loss of accommodation and mydriasis 
which returned to normal in a few days. No other thana 
toxic cause could be found for the paralysis. The patient, 
however, was subject to epileptiform seizures. Another case 
also noticed sudden loss of accommodation and widely di- 
lated pupil contracting slightly to light. He had a chronic 
specific urethritis and gonococci in the urethral discharge. He 
made a slow recovery. Here the gonorrhceal poison is held 
responsible. ALLING. 

CaTH (44, The final results of the operation for high myopia) 
has investigated the eyes operated on by Koster since 1897, in 
five of which the Hess-Sattler method was employed, in 
twenty-nine Fukala’s. His conclusions are that the operation 
has no influence on the lengthening of the axis; that the 
dangers of high myopia are increased, especially when com- 
plications occur at the time of or after the operation. The 
functions of the retina, the light sense, and the field of vision 
are unfavorably influenced by the operation. The prognosis 
depends on the vision attained, and is to be considered as good 
when the visual result is “ or better. Incipient complicated 
cataract is a contra-indication. After the thirtieth year the 
Hess-Sattler method is preferable; otherwise it is immaterial 
which is chosen, especially when paracentesis cornee needs to 
be performed some hours before the extraction because of 
increased tension. Operation is to be recommended only 
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when the myopia is over 16 D., and a double operation is always 
to be avoided. VISSER. 


VII.—MUSCLES AND NERVES. 


45. ROENNE, H. Etiology and pathogenesis of secondary divergent 
strabismus. Arch. f. Ophthalmologie, \xxix., 1, p. 49. 

46. OumM, J. The fastening of the squinting muscle in advancement. 
Klin. Monatsbl. f. Augenheilkunde, xlix., p. 714. 

47. STERN, C. Another case of paralysis of an ocular muscle after 
salvarsan. Deutsche medizinische Wochenschrift, No. 1, p. 15. 

48. FREUND, E. Miners’ nystagmus. Prager medizin. Wochenschrift, 
1911, No. 21, p. 265. 

49. Jupin. A case of sarcoma of the superior rectus. Westn. Ophth., 
1911, No. I. 

50. TER ARUTINJANZ, S. A case of abnormal development of the 
extrinsic muscles of the eye. Jbid., 1911, No. 5. 

51. Gonin. Method to replace tenotomy in the operation for strabis- 
mus. Amnales d’oculistique, cxlv., p. 340. 

52. LAGRANGE. Strabismic amblyopia; caused by lack of usage, 
cured by exercise. Arch. d'ophtalmologie, xxxi., p. 193. 

53. FROMAGET. Oculo-sympathetic syndrome in a case of pulmonary 
tuberculosis. Jbid., p. 266. 

54. McCussin, J. B. A case of congenital immobility, extrinsic and 
intrinsic. Amer. Jour. of Ophthalmology, March, 1911. 

55. Fucus, E. Neuroma of the ciliary nerves. Exhibition of speci- 
mens. Trans. Amer. Ophth. Society, 1911. 


ROENNE’S (45, Etiology and pathogenesis of secondary 
divergent strabismus) material consists of 211 cases of second- 
ary divergent strabismus which have been observed during 
the past forty years in the clinic at Copenhagen. He found 
that in each decade the secondary divergence was just half 
as frequent after a single as after a double operation. Age 
at the time of operation seemed to exert no influence, in the 
sense that when performed between the ages of 2 and 6 it 
tended to cause divergent strabismus. Spontaneous healing 
of the squint below the age of 13 exerts no recognisable 
influence on the frequency of secondary strabismus. The 
author thinks that an operative insufficiency in consequence 
of unfortunate healing plays an essential part. The time of 
operation or the substitution of advancement for tenotomy 
does not influence the onset of secondary divergence. 

Oum (46, The fastening of the squinting muscle in advance- 
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ment), in order to prevent the giving way of the threads passed 
through the conjunctiva in advancement, passes a thread 
through the upper margin of the muscle and then through 
the tendon of insertion of the superior rectus, and another 
through the lower margin of the muscle and the tendon of the 
inferior rectus. 

STERN (47, Another case of paralysis of an ocular muscle 
after salvarsan) reports the case of a patient who became 
infected in January, 1909, and was treated with inunctions 
and injections. In October, 1910, 0.5 of salvarsan was in- 
jected subcutaneously at his own desire in spite of the fact 
that no symptoms were present and Wassermann’s reaction 
was negative. In December he had a paresis of the left 
trochlearis. Wassermann’s reaction again was negative, and 
either this result proved nothing in regard to the cure of the 
syphilis, or the paresis of the trochlearis is to be ascribed to 
the salvarsan. 

FREUND (48, Miners’ nystagmus) found nystagmus in 5% 
of the pick-axe men in coal mines. The workmen who had 
to use safety lamps, which give a low degree of light, had 
considerably greater trouble than those who worked with 
open lights. The condition was made worse by acute infec- 
tious diseases, overstraining, and alcoholism. Frequently 
it is associated with trembling of the hands, head, muscles of 
the trunk, and an increase of the patellar reflex, so that the 
differential diagnosis from multiple sclerosis is sometimes 
difficult. Improvement of the illumination, e. g., the replace- 
ment of safety lamps by acetylene lamps, had a very good 
influence upon the nystagmus. 

Jupin’s (49, A case of sarcoma of the superior rectus) 
patient, 48 years old, had complained of diplopia for three 
months, and two months before had noticed a tumor of the 
left eye which had since that time continually grown from 
behind forward. The tumor was hemispherical in form and 
situated on the upper part of the globe, beginning at the lim- 
bus. The mobility of the eye upward was limited; the eyeball 
was rather protuberant. The conjunctiva was very hyper- 
gmic, but not adherent to the growth. The cornea, iris, and 
fundus were normal. Vision 0.7. The entire contents of the 
orbit were exenterated and the thermocautery was applied 
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at the optic foramen. No recurrence had taken place at the 
end of a year and a half. The tumor was a primary small- 
celled sarcoma of the right superior rectus. The superficial 
layers of the sclera and the place of insertion of the muscle 
and the membrana propria of the cornea near the tumor were 
slightly infiltrated with the tumor elements. 
HIRSCHMANN. 

TER ARUTINJANZz’ (50, A case of abnormal development of 
the extrinsic muscles of the eye) patient consulted him on 
account of a strabismus of his left eye. Examination revealed 
microphthalmos, microcornea, corectopia, maculz cornez of 
both eyes, and strabismus convergens and sursumvergens of 
the left. V. O. D., 0.5; V. O.S., 0.1. At the operation, first 
tenotomy of the internus and subsequently tenotomy of the 
superior rectus and advancement of the inferior rectus, the 
tendon of the internus was found to be very broad and adher- 
ent to the sclera by an insertion above the normal one. The 
superior rectus was very strongly developed, while the inferior 
rectus consisted only of a feeble tendinous bundle. 

HIRSCHMANN. 

GONIN (51, Method to replace tenotomy in the operation 
for strabismus) recommends advancement in the form of a Y 
with or without lengthening of the antagonist. In this form of 
advancement the tendon is cut across, split in the form of a Y, 
and the two legs together with the middle of the tendon are 
sutured close to the cornea. He has obtained very good 
results from this operation. To increase the effect in suitable 
cases he recommends a partial tenotomy, consisting of an 
incision into each side of the tendon of the antagonist so as to 
leave a narrow band still attached to the insertion. Although 
the old condition is restored at the end of a few days, he thinks 
this weakening of the antagonist is of advantage to the con- 
solidation of the new insertion of the advanced muscle during 
the first few days. Better than this partial tenotomy is the 
lengthening of the antagonist: The tendon is divided into 
three equal parts; the two lateral ones are separated with the 
muscle, the middle one is left from 4 to 8mm long, according 
to the effect desired, and the two lateral portions are sutured 
to it. Gonin has had particularly good results from this 
method in paralytic strabismus. Cause. 
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LAGRANGE (52, Strabismic amblyopia) divides the cases of 
strabismus into three groups. The first are those of alter- 
nating strabismus, in which there is no amblyopia as a rule. 
The second includes those cases in which the strabismus 
appears within the first three years of life; the amblyopia in 
this group is always great because the eye had deviated before 
it learned its physiological function. The third group in- 
cludes those in which the strabismus develops after the third 
year. These observations are particluarly valuable in fur- 
nishing evidence of an amblyopia from non-use; the faulty 
position of the eye appears after the eye has learned to see to 
a certain degree. According to Lagrange’s tabulated review, 
the amblyopia is greater the longer the strabismus has lasted. 
Considerable evidence is also adduced that the amblyopia 
may not only be improved but cured by use and the wearing 
of proper glasses. Binocular vision also comes with the normal 
position of the eyes and the improvement of the amblyopia. 

Cause. 

FROMAGET (53, Oculo-sympathetic syndrome in a case of 
pulmonary tuberculosis) observed a paralysis of the sympa- 
thetic in a case of pulmonary tuberculosis in the first stage. 
The patient, 35 years old, presented, together with the typical 
Horner’s symptom-complex—ptosis, meiosis, and enophthal- 
mos,—an almost constant lachrymation on the diseased side, 
which was also a consequence of the paralysis of the sympa- 
thetic as the lachrymal passages were normal. Slight heat 
produced the characteristic vasomotor disturbance in the form 
of a marked redness of the affected side. The paralysis was 
doubtless due to the pressure of the swollen lymphatic glands 
that accompanied the pulmonary disease. He confirms Loevi’s 
statement that the instillation of adrenalin in such a case causes 
mydriasis, and he is inclined to think that a mydriasis so pro- 
duced is a positive proof of the presence of a paralysis of the 
sympathetic, but he can give no satisfactory explanation of 
the phenomenon. The dilatation of the pupil is produced 
through direct irritation of the smooth muscle fibres and 
Fromaget considers that it furnishes new evidence of the ex- 
istence of the much-discussed dilatator pupille. Cause. 

McCussin’s (54, A case of congenital immobility, extrinsic 
and intrinsic) patient was a boy six weeks old. There was 
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bilateral ptosis and slight unequal dilatation of the pupils, 
which did not respond to light. The right eye converged, the 
left being fixed in the straightforward position. There was 
no proptosis, but the optic disks were very pale. As there 
was no spontaneous movement of the eyes they were cocain- 
ized and traction exerted with forceps. Scarcely any move- 
ment could be obtained. The pupils responded to eserin and 
atropin. The writer considers the lesion central with probable 
fibrous replacement of the muscles. No traumatism occurred 
at birth and no specific disease was present in the parents. 
ALLING. 
Fucus (55, Neuroma of the ciliary nerve) showed two cases, 
found in atrophic eyes, these being the first on record. They 
are composed of medullated fibres with little connective tissue. 
There was an indistinct capsule in one case. ALLING. 


Sections VIII—XII. Reviewed by Dr. R. SCHWEIGGER, 
Berlin. 


VIII.—LIDS. 


56. LaAserREw, E. G. An obscure recurrent inflammation of the sub- 
cutaneous cellular tissue of the lid (trophceedema?). Westin. Ophth., 1911, 
No. I. 

57. Ortow, K. Cu. Pathology and pathogenesis of congenital mi- 
crophthalmos with cysts of the lids. Westn. Ophthalm., 1910, No. 12. 

58. Sauter, A. C. Report of a case of syphilitic tarsitis treated by 
salvarsan. Annals of Ophthalmology, Oct., 1911. 

59. Davis, A. E. A new method of operating for ectropion. Journal 
A. M. A., Nov. 18, 1911. 

60. ORENDORFF, O. A case of the stinger of a bee imbedded in the 
upper eyelid for three months. Ophthalmic Record, May, 1911. 


LASAREW (56, An obscure recurrent inflammation of the 
subcutaneous cellular tissue of the lid) reports the case of a 
woman supposed to be suffering from cerebral syphilis and 
with spastic paralysis of the lower limbs and a general tremor, 
who had an cedema of the left lid of doughy consistence im- 
mediately after a contusion; the skin of the lid was red and the 
anterior surface of the cartilage could be felt as a firm node 
about as large as an almond. Tarsitis syphilitica was sus- 
pected, inunctions were pushed, and compresses of sublimate 
I:2000 were applied to the lid. A few days later the lid was 





412 R. Schweigger. 


perfectly normal. A week later both lids of the left eye became 
swollen and red, and in the region of the tarso-orbital ligament 
of the upper lid and of the tarsus of the lower a movable 
node as large as an almond could be felt. It was of carti- 
laginous consistence and the skin over it was freely movable. 
The conjunctiva was rather injected; otherwise the eye was 
normal. The temperature was not elevated. There was now 
no question of tarsitis. The treatment remained the same and 
after two weeks the cedema disappeared. During this time 
the node was sometimes smaller, sometimes larger, and it 
changed its place. After another two weeks the disease 
reappeared in a higher degree. The cedema spread to the 
brow, temple, nose, and cheek, and four movable nodes could 
be felt. The bulbar conjunctiva was chemotic. Tempera- 
ture 36.6°-37°. Injections of sublimate were made in the 
glutzi. The cedema soon abated, soon reappeared, and so 
it went on, but the periods of freedom grew constantly shorter 
while those of exacerbation became longer. The nodes 
appeared in various places, disappeared, and formed again. 
After the disease had lasted six months, a deep incision was 
made into one of the nodes, which appeared on section to be a 
dense, pale gray, slightly bleeding mass. The incision healed 
by first intention, but was without result. Injections of 
sublimate were now made directly into the affected part. 
Improvement appeared after the third injection; after the 
eighth there was only a slight cedema left and the patient was 
discharged. A year and a half later there had been no recur- 
rence, though the upper lid had remained somewhat thickened. 
The writer concludes this to be a complicated variety of 
nervous cedema. HIRSCHMANN. 
OrRLOw’s (57, Pathology and pathogenesis of congenital 
microphthalmos with cysts of the lids) two patients were 
girls, one 17 the other 19 years old. The first case was one 
of microphthalmos with an orbito-palpebral cyst of one eye, 
the other being normal. The outer wall of the cyst was of 
the type of the sclera; its inner wall consisted of nerve tissue, 
which in like manner lined the microphthalmos. The absence 
of the anterior chamber, pupil, cornea, and retina indicated 
that the microphthalmos was due to an early inhibition of 
development. The small, cataractous lens showed signs of 
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ossification. The second case also was one of microphthalmos 
with an orbito-palpebral cyst of one eye, but the eyeball was 
better developed. Newly formed bone was found in the 
chorioid and degenerated retina, which Orlow believed to be 
of inflammatory nature. Otherwise the cyst was constituted 
in the same manner as in the first case. The presence of a 
band of connective tissue in each case is of importance in 
the determination of the pathogenesis. In the first case it 
extended from the place of junction of the cyst with the eye 
to the lower margin of the lens, while in the other it arose from 
the sclera and entered the ciliary body near the junction of 
the eye with the cyst. The band was much less distinct in 
the more developed eye. CausE. 

A negro aged 26, seen by SAUTER (58, Syphilitic tarsitis 
treated with salvarsan), developed a chalazion-like swelling 
of the left lower lid nine weeks after the initial lesion. Two 
months later the left upper tarsus was thickened and the 
underlying conjunctiva ulcerated. The left pre-auricular 
glands were enlarged. Considerable improvement followed an 
injection of salvarsan, whereas mercurial inunctions had 
produced little improvement. He considers the conjunctival 
ulceration to have been a secondary manifestation and the 
tarsitis an early gummatous formation. 

ALLING. 

Davis (59, A new method in operating for ectropion) pro- 
ceeds as follows: A canthotomy is performed at the outer 
canthus and a triangular piece of tarsus is removed depending 
in extent upon the amount of deformity. If necessary, a 
piece of skin may also be taken out. The outer extremity of 
the tarsus is now sutured to the periosteum a little above the 
commissure, if the lower lid is operated upon, below if the 
upper lid. The procedure of suturing the tarsus to the perios- 
teum may be combined with other methods and is applicable 
to all cases of ectropion, except where the tarsus had been 
destroyed. ' ALLING. 

After treating a patient for keratitis for a week, ORENDORFF 
(60, Stinger of a bee imbedded in the upper eyelid for three 
months) found the stinger of a bee which had penetrated the 
upper lid and was presenting on the conjunctival surface. 

ALLING. 
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IX.—LACHRYMAL ORGANS. 


61. VOLLERT. Erosio conjunctive due to the entrance of a cilium 
into the upper canaliculus and cilia hidden in the canaliculi. Klin. 
Monatsbl. f. Augenheilkunde, xlix., xi., p. 509. 


62. Brake, E. A. Pneumocele of the lachrymal sac. New York 
Medical Journal, Feb. 4, 1911. 

63. SHumway, E. A. The strabismus hook—A useful instrument in 
extirpation of the lachrymal sac. Amnals of Ophthalmology, July, 1911. 

64. OstwaLt. Treatment of obstruction of the lachrymal passages by 
drainage with a thread. Arch. d'ophtalm., xxxi., p. 204. 


65. Morax. Primary sporotrichosis of the lachrymal sac. Annales 
d'oculist., 72, p. 49. 


VOLLERT (61, Erosio conjunctive due to the entrance of a 
cilium into the upper canaliculus and cilia hidden in the 
canaliculi) has seen several cases of erosio conjunctive which 
were produced by a lash in the upper canaliculus. The 
condition is easily mistaken on superficial examination for 
phlyctenular conjunctivitis or a slight episcleritis. In two 
cases the cilia were imbedded so deeply that only a point 
could be seen in the punctum of the canaliculus. They could 
not be removed with forceps but were dislodged by a strong 
injection through the lower canaliculus. K. 

BLAKE (62, Pneumocele of the lachrymal sac) observed a 
case in which when the nose was held the patient could force 
air into the lachrymal sac. There was probably an insuf- 
ficience of the valve of Hasner. ALLING. 

SHUMWAY (63; The strabismus hook—A useful instrument 
in extirpation of the lachrymal sac) uses with much satisfaction 
a strabismus hook inserted through the slit canaliculus, thus 
clearly indicating the position of the sac during the operation. 
He also employs for dissection a cataract knife which has had 
the point ground off leaving a rounded end. ALLING. 

OsTWALD (64, Treatment of obstruction of the lachrymal 
passages by drainage with a thread) introduces a strand of 
linen thread impregnated with iodoform by means of a special 
instrument through the lachrymal passages for the purpose of 
permanent drainage. Its best effect is obtained in cases of 
fibrous adhesions with or without involvement of the bony 
canal, in which it is maintained for a month or two. It is 
specially indicated in children, in whom frequent probing is 
difficult and in working people who cannot spare the time. It 
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is superior in all cases to Bowman’s method because the drain™ 
age is quicker, less painful, and more certain. Cause. 
Morax (65, Primary sporotrichosis of the lachrymal sac) 
observed a primary infection with sporotrichosis of the lachry- 
mal sac, in a man 40 years old, three weeks after the beginning 
of the disease with the symptoms of a phlegmonous dacryo- 
cystitis with infiltration of the pre-auricular and submaxillary 
lymphatic glands. When the incision was made, the walls 
were found to be whitish, like those of an imperfectly softened 
gumma. Iodide was prescribed, 2 to 5 grams daily, and the 
disease slowly recovered. Infection with the sporotrichum 
Beurmanni was demonstrated bacteriologically by cultures 
and animal experiments. Cause. 


X.—ORBITS AND ACCESSORY SINUSES. 


66. Rata, V. L. Restoration of contracted sockets after enucleation 
of the eyeball. The advantages of Thiersch’s skin grafts over other 
methods of treatment. Annals of Ophthalmology, April, 1911. 

67. BONNEFON. Heteroplasty of the orbit. Arch. d’ophtal., xxxi., 
p. 89. 

68. Luriz, O. R. Two cases of Tenonitis. Westn. Ophth., 1911, No. 4. 

69. DE SCHWEINITZ, G. E. Concerning certain tumors of the orbit and 
certain conditions simulating neoplasms of the orbit, being a clinico- 
pathological contribution with the report of six cases. Trans. Amer. 
Ophthalm. Soc., 1911. 

70. WEIDLER, W.R. Small round-cell sarcoma of the orbital cellular 
tissues. Ophthalmic Record, Jan., 1911. 

71. CoMNINOsS. Cystic fibroma of the opticnerve. Archives d’ophtalm., 
xxxi., p. 108. 

72. AHLSTROEM, G. The operative treatment of retrobulbar tumors. 
Hygeia, 1911, p. 240. 

73. FRIEDENWALD, H. A case of pulsating exophthalmos without 
bruit. American Journal of Ophthalmology, May, 1911. 

74. JeLiinck, P. Neuritis retrobulbaris bilateralis with a foreign 
body in the sphenoidal sinus. Nederl. Tydsch. voor Geneesk., 1911, i., 
No. 24. 

75. SNEGIREFF, K. W. A rare condition found on trepanation of the 
frontal sinus. Klin. Monatsbl. f. Augenhetlkunde, xlix., p. 11. 


Rata (66, Restoration of contracted sockets after enuclea- 
tion) has employed the method of holding a Thiersch graft in 
place by means of an artificial eye, and has had one failure, 
one fair and two good results. ALLING. 
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BONNEFON (67, Heteroplasty of the orbit) implanted a 
rabbit’s eye with the cornea directed backward in the orbit 
after a complete enucleation, and sutured the recti to the cor- 
responding muscles of the rabbit’s eye; the sutures are then 
tied over the stump of the optic nerve of the rabbit’s eye and 
the conjunctiva closed over the stump thusformed. Bonnefon 
recommends this method as simple, painless, and without 
danger. It cannot be performed when infectious or septic 
processes are present—the eye is always extruded. Asepsis 
is absolutely necessary to its success. The best results were 
obtained in young people. CAUSE. 

LuURIE (68, Two cases of Tenonitis) reports a case of ser- 
ous Tenonitis and one of purulent. The former was charac- 
terized by a brick-red injection of the posterior vessels of the 
conjunctiva bulbi, a yellowish conjunctival chemosis, and im- 
pairment of vision. There was no marked exophthalmos, no 
limitation of movement, and no pain. O’Ferral’s symptom, 
cedema of the tarsal portion of the upper lid, was absent. 
Recovery at the end of eight months. In the second case, 
the ninth published, a purulent Tenonitis, together with cir- 
cumscribed exudative chorioiditis, followed an attack of in- 
fluenza. A scleral abscess was formed in the region of the 
insertion of the external rectus which resulted in phthisis bulbi 
at the end of four weeks. HIRSCHMANN. 

DE SCHWEINITz’s (69, Concerning certain tumors of the 
orbit and certain conditions simulating neoplasms of the orbit, 
being a clinico-pathologic contribution, with the report of six 
cases) six cases are as follows: (1) Spindle-celled sarcoma of 
the orbit removed by incision beneath the orbital arch. The 
condition resembled in its earliest stages a unilateral exoph- 
thalmic goitre. (2) A sarcoma of the orbit exactly simulating 
pulsating exophthalmos except for the absence of bruits. 
Pulsation was temporarily stopped by ligation of the common 
carotid artery, but later a spindle-celled sarcoma was removed 
through an incision under the orbital edge. (3) Cyst of the 
orbit giving the impression of malignant growth, but proved 
to be a mass of granulative fibrous tissue. (4) Exophthalmos 
with nerve atrophy. A large sarcoma was found in the middle 
cranial fossa. (5) Exophthalmos, X-ray indicating exten- 
sive involvement of the frontal and sphenoid sinuses. All 
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symptoms disappeared under free mercurialization. (6) 
Exophthalmos coming on suddenly but preceded by an attack 
of ptosis on the other side and blurred vision. Completely 
cured by antispecific treatment. De Schweinitz thinks that 
many tumors can be reached by incision under the orbital 
arch as well as by the Krénlein method. He points out the 
fact that intracranial tumors are occasionally associated with 
exophthalmos due to solid oedema of the orbital contents 
simulating tumor. ALLING. 
WEIDLER (70, Small round-cell sarcoma of the orbital cellu- 
lar tissues) exenterated an orbit for sarcoma but was unable 
to remove entirely all the growth from the apex. For more 
than three years there was no return of the growth in the 
orbit and the patient died from some other cause than the 
malignant tumor. ALLING. 
The rare fibromatous tumors of the orbit may arise from the 
aponeurosis of the capsule of Tenon, from the sheaths of the 
muscles, from the periosteum, or from the sheath of the optic 
nerve. The last was the probable origin in the case reported 
by CoMNINOs (71, Cystic fibroma of the optic nerve). An orbital 
tumor developed within five months in a girl 17 years old, 
which pressed the eye forward and upward, while the cornea 
became extensively ulcerated. The tumor was extirpated 
with the optic nerve, the eye being saved. Recovery was un- 
eventful. Strabismus sursumvergens resulted. The tumor 
consisted of an encapsulated cystic fibroma of fairly hard 
consistence. Lagrange found only eleven cases of fibroma 
among 162 retrobulbar tumors, and only one of these was 
cystic. Cause. 
AHLSTROEM (72, The operative treatment of retrobulbar 
tumors) suggests as a substitute for Kroenlein’s operation a 
large incision along the margin of the orbit through the perios- 
teum, detachment of the wall of the orbit, and then a horizontal 
incision through the periosteum, through which the tumor is 
removed. The operation is performed more easily than 
Kroenlein’s and causes no post-operative paresis of the ocular 
muscles. He uses a speculum which displaces the parts so 
that the deeper parts of the orbit are more easily approached. 
HELLGREN. 
A colored woman, aged 20, applied to FRIEDENWALD (73,. 
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A case of pulsating exophthalmos without bruit) on account 
of pain in the right eye and an exophthalmos of twelve years’ 
standing. There was no history of injury. For the last few 
months she had heard thumping in the right ear. The eye 
pulsated visibly and was displaced downwards and outwards. 
The fundus was normal except for a pale disk. V = 3%. 
A blowing sound was heard at times along the right sterno- 
mastoid, but not in the orbit. No tumor could be felt in the 
orbit. The X-ray showed enlargement of the pituitary fossa 
and irregularity in outline. Although no tumor was palpable 
it may have been soft and ill-defined. ALLING. 
JeLiinck’s (74, Neuritis retrobulbaris bilateralis with a 
foreign body in the sphenoidal sinus) case was one of chronic 
foetid atrophic rhinitis with normal accessory sinuses. The 
vision was improved from ;4, to “4 by washing out the nose. 
Irrigation of the left sphenoidal sinus, from which the water 
returned clear, was followed by the removal of a piece of hay 
4cm long. VISSER. 
SNEGIREFF (75, A rare condition found on trepanation of the 
frontal sinus) trephined a frontal sinus on account of empyema 
and found a fibrous polyp with chronic inflammation of the 
connective tissue and metaplastic transformation of the 
same into bone. No report of such a case has hitherto been 
published. K. 


XI.—CONJUNCTIVA. 


76. SHOEMAKER, J. F. Some further observations on the etiology of 
certain cases of conjunctivitis and asthenopia. Amer. Jour. of Ophthalm., 
May, IgItI. 

77- McKee, H. The histo-pathology of diplobacillary conjunctivitis 
from the examination of twenty cases. Ophthalmic Record, Oct., 1911. 

78. Pusey, Brown. Vernal conjunctivitis and eosinophile cells. 
Journal of the A. M. A., April 1, 1911. 

79. LOEHLEIN, W. The irritative action of eel blood upon the human eye. 
Klin. Monatsbl. f. Augenhetlkunde, xlix., 11, p. 658. 

80. ROSENHAUCH. Pneumococcus conjunctivitisin pneumonia. Klin. 
Monatsbl. f. Augenheilkunde, xlix., 11, 197. 

81. Pacua. A word concerning the treatment of conjunctivitis with 
false membranes erroneously called diphtheritic. Revue générale d’ophtal- 
mol., XXX., p. I. 

82. CaLHoun, J.G. A peculiar case of membranous conjunctivitis. 
American Journal of Ophthalmology, Jan., 1911. 

83. TIVNEN, R. J. Tuberculin as a diagnostic and therapeutic agent 
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in the treatment of conjunctivitis eczematosa (phlyctenular conjunctivitis 
and keratitis). Jour. A. M. A., Dec. 9, 1911. 

84. LAFON. Tuberculoma of the palpebral conjunctiva (neoplastic 
form of tuberculosis. Amnales d’oculistique, cxlv., p. 241. 

85. Att, ADoLF. On a case of elastoma of the bulbar conjunctiva. 
American Journal of Ophthalmology, July, 1911. 

86. Krauss,F. Papilloma of the conjunctiva. Annals of Ophthalmol., 
April, 1911. 

87. BartTeLts, Rotr.. Ophthalmia neonatorum. Klin. Monatsbl. f. 
Augenheilkunde, xlix., 3, p. 556. 


88. DorLanp, W.A.N. Intra-uterine ophthalmia neonatorum. Jour. 
A. M. A., Oct. 14, 1911. 

89. Gorsunow, G. A. Connection between trachoma and blen- 
norrheea. Preliminary communication. Russki Wratsch, 1911, No. 23. 

go. IcHIKAWA, K. Trachomatous change in the scleral conjunctiva. 
Arch. f. Ophthalmologie, \xxix., 1, p. 64. 


gt. McKee, H. A study of the pathological histology of trachoma. 
Ophthalmoscope, Jan., 1911. 


92. CLAIBORNE, J. H. The operation of excision of the tarsus and 
conjunctiva (Heisrath) in old trachoma. Trans. Amer. Ophth. Soc., 1911. 

93. CHAILLOus. Primary sporotrichosis of the conjunctiva. Annales 
@' oculistique, 72, p. 47. 

94. ZEEMANN, W.P.C. Plastic operation for the formation of a lower 
transition fold in anophthalmos. Klin. Monatsbl. f. Augenheilk., xlix., 11, 
p. 204. 

95. Jaworski, A. An unpigmented nevus of the conjunctiva and 
cornea. Klin. Monatsbl. f. Augenheilkunde, xlix., 11, p. 572. 


SHOEMAKER (76, Some further observations on the etiology 
of certain cases of conjunctivitis and asthenopia) emphasizes 
the importance of auto-intoxication and uric acid excess as 
causative factors in common cases of ophthalmic practice. 
Too little attention is paid to this factor when local remedies 
are not effective. He cites cases illustrating his contentions. 

ALLING. 

McKEE (77, The histo-pathology of diplobacillary con- 
junctivitis from the examination of twenty cases) concludes 
from a microscopic examination of this form of conjunctivitis 
that the true appearance of the conjunctiva is nodular, the 
essential lesion being in the subepithelial layer, and consists of 
a mild chronic inflammation showing increased connective- 
tissue infiltration with lymphoid and plasma cells and many 
eosinophiles. The diplobacilli may be demonstrated on the 
surface of the epithelial cells as well as in the deeper layers. 
Two photomicrographs show these conditions. ALLING. 
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Pusey (78, Vernal conjunctivitis and eosinophile cells) 
examined the secretion from a large number of cases of con- 
junctivitis. In those of. known etiology eosinophile cells 
were rare, but in several which showed no bacteria the secretion 
was rich in eosinophile leucocytes. He believes that these 
cases are examples of vernal catarrh, considering the presence 
of the granules an important diagnostic aid, and calls attention 
to the varying histories of cases of spring catarrh. 

ALLING. 

LOEHLEIN (79, The irritative action of eel blood upon the 
human eye) observed a very severe case of conjunctivitis 
caused by the blood of an eel, which agreed in its clinical 
characteristics with the cases that have already been described. 
The considerable conjunctival irritation appeared at times to 
be of a threatening character because of a marked chemosis. 
There was also a slight diffuse opacity of the most superficial 
layers of the cornea. All symptoms disappeared in twenty- 
four hours without treatment. Loehlein believes that eel 
blood conjunctivitis is not rare, but that the patients rarely 
seek medical help because of the short duration of the 
symptoms. K. 

ROSENHAUCH (80, Pneumococcus conjunctivitis in pneumo- 
nia) saw a true pneumococcal conjunctivitis in a child one 
year old who was suffering from pneumonia. The bacteriologi- 
cal examination showed typical Gram-positive pneumococci 
surrounded by a capsule in pure culture. In the histo- 
logical examination that was made possible by the death of 
the child, Rosenhauch was able to demonstrate that the goblet 
cells do not die after the production of mucus, but retain 
their full vitality. A true pneumococcal conjunctivitis in 
the course of a pneumonia is very rare; very few cases have 
been reported. K. 

PacuHa (81, Treatment of conjunctivitis with false mem- 
branes erroneously called diphtheritic) recommends the 
subconjunctival injection of anti-diphtheria serum for the 
treatment of pseudo-membranous conjunctivitis, which has 
given him good results in eight cases. He gave from four 
to six injections of Iccm of serum within eight days, ac- 
cording to the severity of the case. Distinct improvement 
was present on the morning after the first injection and 
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the membranes had almost completely disappeared. Corneal 
complications were present in five patients and these were 
favorably influenced by the treatment. The latter re- 
quired fourteen days for recovery, while uncomplicated 
cases were well in a week. He also used eserin, methyl 
violet, hot applications, and antiseptic lotions. Cause. 
A healthy girl with a history of cured trachoma was seen 
by CALHOUN (82, A peculiar case of membranous conjunc- 
tivitis) with a membranous patch over a superficial ulceration 
in the conjunctiva of the lower lid. There was no evidence of 
local irritant having been the cause. The patch moved to 
the bulbar conjunctiva and the cornea became involved. 
There were slight constitutional symptoms and the preauricu- 
lar gland was swollen. Both anti-diphtheritic serum and 
tuberculin injections were tried, although no micro-organisms 
were found except the xerosis bacillus. The eye recovered. 
The patient had been in close association with a tuberculous 
case just previous to the outbreak of the eye trouble and there 
was temporary improvement after the tuberculin injections. 
ALLING. 
A careful clinical study of fifty cases in which the von Pirquet 
test was employed by TIVNEN (83, Tuberculin as a diagnostic 
and therapeutic agent in the treatment of conjunctivitis 
eczematosa—phlyctenular conjunctivitis and keratitis) con- 
firms the tuberculous nature of these conditions. Tuberculin 
was of distinct benefit in the treatment of these cases. 
ALLING. 
Tuberculosis of the conjunctiva was divided by Saemisch 
according to its clinical symptoms into four groups; the ulcer- 
ous, the nodular, the proliferating, and lupus. To these is 
now added a fifth which LAaron (84, Tuberculoma of the 
palpebral conjunctiva) calls tuberculoma of the conjunctiva, 
The histological changes have the general character of tuber- 
culosis; in the second stage particularly, the diagnosis is 
indubitable from the caseations that are present. Tubercle 
bacilli were found in 64% of the cases. The diagnosis in the 
first stage needs to be confirmed by animal experimentation. 
Most of the patients are between 12 and 25 years of age; 
66% were not 20 years old. The tuberculous proliferation, 
as large as a pea or a bean, appears in the upper transition 
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fold as a pedicled growth with the macroscopical appearance 
of a papilloma or a fibroma. On the conjunctiva tarsi the 
growths are flatter, but usually pedicled. In the first stage 
the tuberculoma causes little trouble, but later the trouble is 
severe, when symptoms of inflammation setin. Complications 
on the part of the eye are rare. An important diagnostic 
sign is the infiltration of the lymphatic glands in the vicinity. 
Lafon does not consider the test tuberculin injection as con- 
clusive. In both of his cases the localization of the tubercu- 
losis in the conjunctiva was secondary; the primary lesion was 
a lupus of the vestibule of the nose with coryza. In most of 
the cases observed the disease was produced by endogenous 
infection. The differential diagnosis from papilloma, fibroma, 
and especially granuloma, may be difficult. Tuberculoma has 
the best prognosis of all forms of conjunctival tuberculosis. 
Treatment usually consists of simple excision of the little 
tumor. 
¥ Cause. 
ALT’s (85, On a case of elastoma of the bulbar conjunctiva) 
patient was a woman of 46, who had had a small tumor on 
the bulbar conjunctiva of the left eye for two years. It was 
lobulated, pearly white, and measured 5 by 114mm, axis 
vertical, and situated 3mm from the cornea. Clinically the 
tumor resembled an epithelioma but the histological examina- 
tion showed only dense elastic fibres. ALLING. 
For fifteen years Krauss’s (86, Papilloma of the conjunc- 
tiva) patient had noticed a small growth under the upper lid 
which recently had increased greatly in size. It projected 
between the lids, having a raspberry appearance. It was 
attached to the conjunctiva over the tarsus of the upper lid. 
Its structure was that of a papilloma having a large sebaceous 
gland imbedded within it. There were evidences of prolifer- 
ation of epithelial cells suggestive of malignancy. There has 
been no recurrence. ALLING. 
BARTELS (87, Ophthalmia neonatorum) examined bacterio- 
logically seventy cases of purulent conjunctivitis of infants 
and found gonococci in thirty-eight cases, a diphtheria-like 
bacillus in twenty-six. He found very few pneumococci. 
He considers streptococci to be very dangerous in the conjunc- 
tivalsac. Insomecases he found bacterium coli. He believes 
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that pneumococci produce not a blennorrhoea but only a 
moderate catarrh. K. 
DorLAND (88, Intra-uterine ophthalmia neonatorum) re- 
lates a case in which the amniotic sac had ruptured one week 
before labor came on. At birth the child’s eyes were found to 
be in an advanced stage of ophthalmia. The mother had no 
increased temperature following the accouchement. 
ALLING. 
GoRBUNOW (89, Connection between trachoma and blen- 
norrheea) saw a case that seemed to him to confirm the view 
advanced by v. Poppen in 1910, that the trachoma granule of 
Prowazek is a degenerative form of gonococcus. He made a 
subcutaneous injection of gonococcus vaccine in a newly born 
infant with severe blennorrhoea, whereat the blennorrhcea 
assumed the character of trachoma and soon disappeared 
completely. He then tried subconjunctival injections of 
gonococcus vaccine in three cases of trachoma and obtained 
a complete cure in all after five or six injections. Both eyes 
were cured even in one case in which the injections were made 
only in one. HIRSCHMANN. 
IcHIKAWA’S (90, Trachomatous change in the scleral con- 
junctiva) researches lead to the following result: The healthy 
appearance of the scleral conjunctiva is only apparent; it may 
be considered certain that it is suffering from trachomatous 
changes which are similar to pannus. He thinks that perhaps 
the trachomatous granulation tissue, which is very rich in 
plasma cells and has a subepithelial, thin, superficial expansion 
in the scleral conjunctiva, may alone be pathognomonic of 
trachoma. At any rate the anatomical studies of the scleral 
conjunctiva support throughout the fact that the process 
is a granulating inflammation and that the trachoma follicle 
is quite independent of the true morbid process. In this, 
trachoma is quite analogous to tuberculosis and syphilis. He 
considers pannus as a direct transmission of the conjunctival 
change by continuity. K. 
McKeEz (91, A study of the pathological histology of tra- 
choma) has examined tissue taken from twenty-five adults, all 
of whom had clinically active trachoma. No material was 
taken from children or from cases with a scar formation. The 
tissue was fixed in Zenker, alcohol, and formaline, washed in 
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water, hardened in alcohol, imbedded in paraffin, and stained 
with eosine-methylene blue and phosphotungstic acid-hema- 
toxylin. In six of the cases the Halberstadter-Prowazek 
bodies were found in smear preparations taken from the 
conjunctiva. The pathological histology centres round the 
hypertrophied lymphoid follicles. These follicles differ from 
collections of lymphoid cells in chronic inflammatory con- 
ditions in that: (1) It is composed of large cells with vesicular 
nuclei identical with those in the germinal centres of lymph 
nodes. (2) Many of these cells are in mitosis. (3) The 
trachoma follicle has a definite reticulum. (4) Capillaries 
are present. 

The cell inclusions were searched for as follows: An ear 
curette was used to scrape the conjunctival surface gently 
without causing it to bleed. The material was smeared on a 
glass slide, dried, fixed in 80% alcohol, and stained with giemsa 
solution. In twelve cases of clinically active trachoma, the 
bodies were found in eleven. They were not found in old 
trachoma. In ten slides from ordinary and inflamed tonsils, 
no bodies were found, but in one case similar inclusions were 
seen. Examination of the vaginal mucous membrane was 
negative. In one case of an adult with conjunctivitis due 
to a foreign body in the cornea, the inclusions were present. 
Three infants with normal conjunctivas were examined. In 
two the typical bodies were found. 

The author concludes that the cell inclusions of v. Prowazek 
are constant in acute trachoma. It is not proved that they 
are protozoa and the cause of trachoma. They are not specific 
for trachoma. They occur in other conjunctival inflamma- 
tions andin the normal conjunctiva. The etiology of trachoma 
is still undiscovered. 

T. HARRISON BUTLER. 

CLAIBORNE (92, The operation of excision of the tarsus and 
conjunctiva in old trachoma) thinks that this operation is 
indicated in all bad cases of trachoma, especially when in the 
cicatricial stage or when some granulations remain. He advo- 
cates the combined excision including the conjunctiva with 
the tarsus. Cases amenable to expression should not be 
operated on by this method. He has devised a clamp which 
consists of a plate on one arm and on the other an incomplete 
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ring with spikes which fit into notches around the edge of the 
plate. It isa modification of the Desmarres clamp. ALLING. 
CHAILLOUS (93, Primary sporotrichosis of the conjunctiva) 
observed a rare case of this nature in a man 28 years old who 
at the time of his first symptoms had to do with a horse that 
had a purulent catarrh of both eyes. The patient has a very 
severe swelling of the right upper lid with painful induration 
of the pre-auricular gland. In the upper transition fold were a 
great number of proliferations and superficial yellowish white 
erosions. The appearance reminded one of tuberculosis or 
of Parinaud’s conjunctivitis. Cultures and animal experi- 
ments with the material taken showed it to be an infection 
with sporothrix Beurmannii. Cause. 
ZEEMANN (94, Plastic operation for the formation of a lower 
transition fold in anophthalmos) makes an incision through 
the conjunctiva 5mm behind and parallel to the margin of the 
lid and dissects it up forward and backward. He then makes 
a longitudinal incision for the artificial transition fold. Then 
he makes two parallel incisions through the skin 2mm apart, 
6mm from the margin of the lid, carrying one down to the 
transition fold, the other only through the skin. This narrow 
island of skin he transplants into the bed of the transition 
fold and sutures its edges to the edges of the conjunctiva. 
The wound in the skin is then closed. By this method the 
danger of a mishap from the filling up of the newly formed 
conjunctival sac from below is obviated. He has seen a good 
result from this operation and thinks it better than any hither- 
to known. K. 
JAworskKI (95, An unpigmented nevus of the conjunctiva 
and cornea) saw a case of this nature in a woman 45 years old. 
The flat, yellowish red, slightly elevated growth began nasally 
in the conjunctiva and arched over the cornea as a narrow 
band. It was movable on the conjunctiva but adherent to 
the cornea. Histologically pigment was completely absent. 
Unpigmented nzevi of the cornea in old people arerare. K. 


XII.—CORNEA, SCLERA, ANTERIOR CHAMBER. 
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TWEEDIE (96, Congenital pigment of the cornea) found a 
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small nebulous spindle-shaped central opacity of the cornea 
consisting of small yellowish brown dots of pigment which 
were more numerous in the centre. It appeared to be situated 
just back of Bowman’s membrane. The other eye was simi- 
larly affected to a less degree. ALLING. 

Only about six cases of total congenital opacity of both 
cornee are to be found recorded in literature. ARMAIGNAC 
(97, Congenital total opacity of both cornez in two chil- 
dren of the same family) met with the following: A child 
three months old had an almost total gray-blue opacity of the 
cornea of both eyes without signs of inflammatory changes. 
The only transparent portion was a zone about 2mm broad 
in the periphery. The surface of the cornea was smooth 
and lustrous in all parts. The child appeared to be other- 
wise perfectly healthy, though there was a suspicion of syphilis 
on the father’s side. According to the statements of the 
parents this condition was noticed immediately after birth, 
and another child, born four years before, which lived only a 
month, had the same trouble. In the majority of cases the 
affection gets well without treatment. On account of the 
suspicion of syphilis, Armaignac put the mother on specific 
treatment as she was nursing the child, but the length of 
observation was not sufficient to determine whether this was 
efficient or not. The case belongs to those of total, gray- or 
blue-white, non-inflammatory opacities in contradistinction 
to those of inflammatory leucomatous changes in the cornea 
with consecutive degeneration. The etiology of the disease 
is wholly unknown. Hereditary syphilis may be the cause, 
or it may be that it is due to an inhibition of development 
such that the cornea retains its opaque appearance instead of 
clearing up toward the end of the third foetal month. 

Cause. 

GALLENGA (98, Traumatic emphysema of the cornea) has 
observed a peculiar condition after injuries of the cornea 
several tirnes, which he terms emphysema. The condition 
necessary for its production is that the instrument is sharp, 
that it strikes the cornea superficially and tangentially, and 
elevated at the moment of the injury some lamelle of the 
substantia propria so that air can enter between them. A 
characteristic opacity is formed, accompanied by great pain, 
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which, in the absence of infection, disappears in a few days 
either spontaneously, or under the influence of gentle massage. 
The enclosed bubble of air can be seen with Czapski’s corneal 
microscope. This emphysema has been seen after such 
operations as discissions and paracenteses, and has been pro- 
duced experimentally with the discission needle. K. 
Fucus (99, Dimples in the cornea) describes a peculiar 
dimpling of the cornea, situated at the margin, usually ex- 
tending somewhat into the limbus, mostly on the temporal 
side, rarely on the nasal or elsewhere. The dimple is ordi- 
narily transversely oval and measures 1144 x 3mm. The mar- 
gin toward the limbus is usually flat, the opposite abrupt. 
Its base has a silvery, finely papillary, dry appearance. They 
often disappear a few hours after their appearance, but have 
lasted forty-eight days. Fuchs has observed these dimples 
after various causes, most often after inflammatory or non- 
inflammatory swellings of the surrounding conjunctiva or 
episclera (operations, advancements, subconjunctival injec- 
tions), but also after instillations of cocaine, and cataract 
operations, in paralytic lagophthalmos, and spontaneously in 
three cases. Histologically the most marked changes are 
in! the epithelium. There are several differences between 
these dimples and the changes in the cornea known as Gaul’s 
furrows. K. 
ZENTMAYER (100, Marginal degeneration of the cornea) 
found a well-marked groove encircling the cornea except for 
fifteen degrees down and in. The groove was peripheral to 
the arcus. The conjunctiva was drawn over the margin of 
the cornea at several places. The depression did not show 
staining with fluorescin and there was little vascularization. 
It corresponds to the ‘marginal degeneration of the cornea”’ 
described by Fuchs. ALLING. 
STEPHENSON (101, On sloughing cornee in infants) presents 
an exhaustive study of keratomalacia, giving the histories 
of the thirty-one cases and the bibliography. The disease 
occurs exclusively among the poorer classes and most fre- 
quently in Russia, India, Japan,‘South America, and in the 
larger cities. It is uncommon in England and in the United 
States. It occurs between the ages of one and twenty and 
in children where the vitality has been impaired by enteritis, 
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syphilis, athrepsia, or tuberculosis. The mortality appears to 
be about 50% and the immediate cause of death broncho- 
pneumonia or exhaustion. No specific organism has been 
found, but he discovered the pneumococcus in about half of 
the cases. Xerosis patches of the conjunctiva are a common 
accompaniment. In four cases he demonstrated the spiro- 
cheta pallida. The treatment is that of marasmus—proper 
nourishment, alcohol, cod-liver oil, or mercury if indicated, 
with local applications of hot douches, argyrol, physostig- 
mine, and bandaging. ALLING. 
Knapp (102, Dystrophia epithelialis cornez) gives the 
clinical history of a case of this nature, the diagnosis of which 
was not made until after the publication of Fuchs’s paper. 
All of the symptoms agree with those ascribed by Fuchs to 
this disease: Advanced age, female sex, right eye, combina- 
tion with glaucoma, insidious beginning, dark cloud in the 
morning and improvement during the course of the day. 
Knapp thinks the disease to be essentially a chronic oedema 
of the cornea, especially of its epithelium. Therapeutically 
he used pressure massage, making from 300 to 500 pressures 
upon the cornea with the tips of the fingers on the upper lid. 
Under this treatment, the vision always improved and the 
cornea became clearer, but the improvement lasted only 
from an hour and a half to two hours, when the former con- 
dition returned. K. 
KNAPP (103, Treatment of keratitis dendritica) relies a 
great deal upon Amman’s method of cauterization in the 
treatment of keratitis dendritica, but believes that too much 
healthy tissue is burned in this manner and the cicatrization 
thereby increased, so he scrapes the diseased place and paints 
on aqua chlorata. He has obtained good results in this way 
in five cases and recommends the method. K. 
Dutoit (104, Keratitis neuroparalytica) concludes that 
keratitis neuroparalytica is etiologically due to a lesion of the 
trigeminus and of its trophic fibres. Pathogenetically an 
accidental lesion of the epithelium of the cornea has to be 
supposed, though it may not be clinically demonstrable. The 
prognosis is dependent on the general condition as well as on 
the nature and virulence of the conjunctival parasite. He 
finds an evidence of the existence of trophic fibres for the 
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cornea in the trigeminus in the fact that the anesthetic 
cornea suffers serious damage from the most trivial injuries, 
which a normal eye would bear without harm. Therapeuti- 
cally measures are to be adopted that favor the reactions of 
the vessels and tissues. He recommends injections of salt 
solution and applications of dionin, with which he has obtained 
good results. Prophylaxis is of the greatest importance. K. 
VERHOEFF (105, The pathology of superficial punctate 
keratitis, with remarks on the neuropathic keratitis in general 
and on a hitherto undescribed lesion of the iris) had the 
opportunity of examining microscopically an eye which had 
been enucleated apparently on account of an exaggerated 
view of the seriousness of the inflammatory involvement. 
From his studies he concludes that the disease is of neuro- 
pathic origin because the process is seen to be most intense 
immediately beneath Bowman’s membrane and especially at 
the focal points corresponding to the nerve channels in Bow- 
man’s membrane. If due to infection, the membrane would 
most likely be affected or absent over the most marked lesions. 
Further, the chronic character of the lesions would argue 
against infection, as would the form of the lesion itself. The 
centre of the cornea having a different blood supply from the 
periphery would point also toward the neuropathic origin. 
So also its similarity to herpes corneez. He regards disciform 
keratitis as of the same variety. He believes that a diffusible 
toxic substance is produced at the nerve terminals, this 
being caused by a toxic process in the ciliary ganglion. The 
ultimate cause is some systemic poisoning having an affinity 
for the ganglion cells. The lesion of the iris was an active 
proliferation of blood-vessels in certain areas anterior to the 
dilator pupille or in and about the sphincter muscle. This 
lesion he attributes to abnormal irritation of the vessels 
through the nerves. ALLING. 
TRAQUAIR (106, The treatment of purulent keratitis by 
zinc iontophoresis). The author describes the apparatus he 
uses and the methods he employs in treating corneal ulcers 
by zincions. Eight cases are cited. 
T. HARRISON BUTLER. 
MEIERHOF (107, Aqueous solution of iodine, in the treatment 
of ulcer of the cornea) has found a solution of iodine one grain, 
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sodium iodide two grains, in one ounce of water, efficacious in 
the treatment of corneal ulceration. Three drops are instilled 
every four hours. Fifteen cases were treated in this way, with 
rapid cure, and the writer recommends a more general use of 
the preparation. ALLING. 
TRAQUAIR (108, The bacteriology of purulent keratitis). 
In this case a miner received a blow on his cornea. A large 
sloughing ulcer formed, 6mm by 4mm, and there was a 2mm 
hypopyon. No dacryocystitis or history of epiphora. The 
ulcer was treated by zinc iontophoresis and did well at first. 
After an iridectomy V = fingers at half a metre. Cultures 
were made. All organisms were Gram-positive. The cocci 
belonged to the pneumococcal group. Though chain forming 
they were not streptococci but streptococcus mucosus. A plate 
shows the various forms found. 
T. HARRISON BUTLER. 
SAIZEW (109, The bacterium coli as the agent in hypopyon 
keratitis) describes a case of hypopyon keratitis in an eye 
with trachomatous cicatrices and operated on for trichiasis. 
The eye was lost. The bacterium coli was found to be the 
agent by the bacteriological examination. HIRSCHMANN. 
BourGEo!s (110, Hot air in the treatment of ulcers of the 
cornea) recommends in addition to. the use of the ordinary 
methods of treatment the application of hot air to ulcers of 
the cornea, using for the purpose an instrument specially 
devised. The hot air has a direct bactericide action and in 
favorable cases recovery leaves a scar that is scarcely visible. 
The neighboring tissue is not injured, and if care is used the 
application is painless. Cause. 
Under this caption DuTrow (111, Report of three cases of 
xerosis epithelialis with involvement of the cornea) describes 
three cases of serpent ulcer, one of which may have been of 
the type described by Mooren. He found the xerosis bacillus 
and gave diphtheritic antitoxin without effect. 
ALLING. 
The first case related by ALT (112, Three cases of ocular 
tuberculosis) was of primary tuberculosis of the cornea which 
he cured by tuberculin. The second, a parenchymatous kera- 
titis, was improved by tuberculin but failed to continue under 
treatment. The third was the victim of hereditary lues and 
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tuberculosis. A parenchymatous keratitis yielded to antij- 
specific treatment, but a recurrent scleritis only when with 
the employment of tuberculin. ALLING. 
The patient described by Danis (113, Epithelioma of the 
sclero-cornegl limbus) was a woman of 65 who presented a 
tumor at the limbus 6mm by 8mm in extent and 3mm in 
thickness, covering about one-half of the cornea and involving 
the inferior nasal part of the conjunctiva. There was no 
history of injury. The tumor was excised with a knife and 
the base cauterized. Apparently the case was not followed 
longer than six weeks. ALLING. 
RONNE (114, A case of ulcerous scleritis) relates a case in 
which the ordinary appearances of a rheumatic scleritis were 
present but some of the nodules ruptured superficially through 
a process of necrosis. Necrotic areas have been described as 
occurring in scleritis but only rarely do they ulcerate. 
ALLING. 
ROLLESTON (115, Inherited syphilis and blue sclerotics) 
describes a family in which the sclerotics were blue in members 
of three generations. His patient was a male of five months, 
suffering from congenital lues. The mother, one maternal 
aunt, and the maternal grandmother had blue sclere. Whether 
the ocular condition depended upon the hereditary taint was 
doubtful. ALLING. 
STRAUB (116, Operation for staphyloma of the cornea by 
means of a crucial incision) makes a vertical incision through 
the staphyloma with a Taylor’s knife and completes the crucial 
incision with a pair of iris scissors. At the end of two weeks 
the staphyloma is transformed into a flat scar and an iridec- 
tomy may be made. The operation was successful in five 
out of six cases. VISSER. 
Macitot (117, Conservation and transplantation of the 
cornea) presents in a preliminary report his experiments 
concerning the conservation and transplantation of the cornea. 
He used for the purpose a rabbit’s eye, which was enucleated 
with careful asepsis, washed in sterile running water and 
Locke’s solution, and placed in the serum of the same animal 
in the refrigerator at a temperature of zero. Although a few 
hours after death the cornea became milky and the epithelium 
was cast off, the cornea and refractive media could be kept for 
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ten or twelve days in this way sufficiently transparent for the- 
head of the optic nerve at the other pole of the eye to be visible. 
The sarne was the case when the eye was kept at a temperature 
of 3 or 4 degrees below zero, while at lower temperatures the 
cornea became opaque in a short time and did not clear up on 
warming. The experimental transplantation of pieces of 
cornea conserved in this manner was successful: the implanted 
piece had united so completely at the end of forty-eight hours 
that an erosion of the epithelium could not be detected 
even with the use of fluorescin. At the end of a month the 
keratoplasty could scarcely be seen macroscopically. Micro- 
scopically it can be recognized, especially from the behavior 
of the epithelial cells, which are slightly folded, lower, and 
broader than those of the portions of cornea originally present. 
Causk. 
Laas (118, A rare case of shot wound in the eye; double 
perforation of the right, passage of the shot from the vit-- 
reous into the anterior chamber in the left) observed the 
rare occurrence of the wandering of a shot from the vitreous 
into the anterior chamber two and a half years after the injury.. 
The shot was removed with considerable loss of vitreous but 
fair preservation of the vision. Probably the shot had been 
situated behind the opaque lens, became loosened by the: 
shrinkage of the cataract, and was extruded into the anterior 
chamber by a sudden bodily exertion on the part of the patient.. 
K. 
CHANCE (119, On the presence of non-inflammatory- 
exudates in the aqueous humor) has repeatedly noticed in 
apparently healthy eyes fine granulations floating in the. 
aqueous or resting on the capsule. They are never numerous 
and are not accompanied by inflammatory symptoms. They- 
seem to be found only in patients suffering from gastro- 
intestinal intoxication. They appear only when the pupil 
is dilated especially by one of the rapidly acting mydriatics. 
He suggests that the sudden increase in intravascular pressure 
in the iris and ciliary body, produced by the action of the 
mydriatic, probably increases diapedesis and drives out the 
plasma through the walls of the vessels. It thus enters the: 
aqueous chamber and is precipitated. ALLING. 
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tuberculosis. A parenchymatous keratitis yielded to anti- 
specific treatment, but a recurrent scleritis only when with 
the employment of tuberculin. ALLING. 
The patient described by Danis (113, Epithelioma of the 
sclero-cornegl limbus) was a woman of 65 who presented a 
tumor at the limbus 6mm by 8mm in extent and 3mm in 
thickness, covering about one-half of the cornea and involving 
the inferior nasal part of the conjunctiva. There was no 
history of injury. The tumor was excised with a knife and 
the base cauterized. Apparently the case was not followed 
longer than six weeks. ALLING. 
RONNE (114, A case of ulcerous scleritis) relates a case in 
which the ordinary appearances of a rheumatic scleritis were 
present but some of the nodules ruptured superficially through 
a process of necrosis. Necrotic areas have been described as 
occurring in scleritis but only rarely do they ulcerate. 
ALLING. 
ROLLESTON (115, Inherited syphilis and blue sclerotics) 
describes a family in which the sclerotics were blue in members 
of three generations. His patient was a male of five months, 
suffering from congenital lues. The mother, one maternal 
aunt, and the maternal grandmother had blue sclere. Whether 
the ocular condition depended upon the hereditary taint was 
doubtful. ALLING. 
STRAUB (116, Operation for staphyloma of the cornea by 
means of a crucial incision) makes a vertical incision through 
the staphyloma with a Taylor’s knife and completes the crucial 
incision with a pair of iris scissors. At the end of two weeks 
the staphyloma is transformed into a flat scar and an iridec- 
tomy may be made. The operation was successful in five 
out of six cases. VISSER. 
Maaitot (117, Conservation and transplantation of the 
cornea) presents in a preliminary report his experiments 
concerning the conservation and transplantation of the cornea. 
He used for the purpose a rabbit’s eye, which was enucleated 
with careful asepsis, washed in sterile running water and 
Locke’s solution, and placed in the serum of the same animal 
in the refrigerator at a temperature of zero. Although a few 
hours after death the cornea became milky and the epithelium 
was cast off, the cornea and refractive media could be kept for 
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ten or twelve days in this way sufficiently transparent for the: 
head of the optic nerve at the other pole of the eye to be visible. 
The sarne was the case when the eye was kept at a temperature 
of 3 or 4 degrees below zero, while at lower temperatures the 
cornea became opaque in a short time and did not clear up on 
warming. The experimental transplantation of pieces of 
cornea conserved in this manner was successful: the implanted 
piece had united so completely at the end of forty-eight hours 
that an erosion of the epithelium could not be detected 
even with the use of fluorescin. At the end of a month the 
keratoplasty could scarcely be seen macroscopically. Micro- 
scopically it can be recognized, especially from the behavior 
of the epithelial cells, which are slightly folded, lower, and 
broader than those of the portions of cornea originally present. 
Cause. 
Laas (118, A rare case of shot wound in the eye; double 
perforation of the right, passage of: the shot from the vit-- 
reous into the anterior chamber in the left) observed the 
rare occurrence of the wandering of a shot from the vitreous 
into the anterior chamber two and a half years after the injury.. 
The shot was removed with considerable loss of vitreous but 
fair preservation of the vision. Probably the shot had been 
situated behind the opaque lens, became loosened by the: 
shrinkage of the cataract, and was extruded into the anterior 
chamber by a sudden bodily exertion on the part of the patient.. 
K. 
CHANCE (119, On the presence of non-inflammatory- 
exudates in the aqueous humor) has repeatedly noticed in 
apparently healthy eyes fine granulations floating in the. 
aqueous or resting on the capsule. They are never numerous 
and are not accompanied by inflammatory symptoms. They- 
seem to be found only in patients suffering from gastro- 
intestinal intoxication. They appear only when the pupil 
is dilated especially by one of the rapidly acting mydriatics. 
He suggests that the sudden increase in intravascular pressure 
in the iris and ciliary body, produced by the action of the 
mydriatic, probably increases diapedesis and drives out the 
plasma through the walls of the vessels. It thus enters the: 
aqueous chamber and is precipitated. ALLING. 
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